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STATE OF MINNESOTA

NINETIETH SESSION— 2017

THIRTY-EIGHTH DAY

SAINT PAUL, MINNESOTA, FRIDAY, MARCH 31,2017

The House of Representatives convenedi0a®0 a.m. and was called to order by Tony Albright, Speaker pro
tempore.

Prayer was offered by Pastor Ben Gunderson, Chisago Lakes Baptist Church, Chisago City, Minnesota.
The members of the House gave the pledge of allegiance to the flaglbfitee States of America.

The roll was called and the following members were present:

Albright Davnie Hansen Lee Murphy, M. Sandstede
Allen Dean, M. Hausman Lesch Nash Sauke
Anderson, P. Dehn, R. Heintzeman Liebling Nelson Schomacker
Anderson, S. Dettmer Hertaus Lien Neu Schultz
Applebaum Drazkowski Hilstrom Lillie Newberger Scott
Backer Ecklund Hoppe Loeffler Nornes Smith
Bahr, C. Erickson Hornstein Lohmer Olson Swedzinski
Baker Fabian Hortman Loon Omar Theis

Barr, R. Fenton Howe Loonan O'Neill Thissen
Bennett Fischer Jessup Lucero Peppin Torkelson
Bernardy Flanagan Johnson, B. Lueck Petersburg Uglem
Bliss Franke Johnson, C. Mahoney Peterson Urdahl

Bly Franson Johnson, S. Mariani Pierson Wagenius
Carlson, A. Freiberg Jurgens Marquart Pinto Ward
Carlson, L. Green Kiel Masin Poston West
Christensen Grossell Knoblach Maye Quade Pryor Whelan
Clark Gruenhagen Koegel McDonald Pugh Wills
Considine Gunther Koznick Metsa Quam Youakim
Cornish Haley Kresha Miller Rarick Spk. Daudt
Daniels Halverson KuneshPodein Moran Rosenthal

Davids Hamilton Layman Murphy, E. Runbeck

A quorum was present.
Garofalo and Sundiwere excused.

Anselmo, BeckefFinn, O'Driscoll, Vogel and Zerwas were excused until 12:40 p.m. Slocum was excused until
1:10 p.m. Pelowskiwas excused until 1:45 p.m. Poppe was excused until 2:00 p.m.

The Chief Clerk proceeded to read the Journal of the preceding day. There being no objection, further reading of
the Journal was dispensed with and the Journal was approved as correbteChigf Clerk.
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REPORTS OF CHIEF CLERK

S.F.No. 780 and HF. No. 895, which had been referred to the Chief Clerk for comparison, were examined and
found to be not identical.

Hamilton moved that 3. No.780 be substituted for HE.No.895 and thathe House File be indefinitely
postponed. The motion prevailed.

REPORTS OF STANDING COMMITTEES AND DIVISIONS

Dean,M., from the Committee on Health and Human Services Finance to which was referred:

H. F.No. 945, A bill for an act relating to humarsices; correcting obsolete cragferences related to the
nursing facility payment system; amending Minnesota Statutes 2016, sections 256B.0915, subdivision 3e;
256B.431, subdivision 30.

Reported the same back with the following amendments:
Delete eveything after the enacting clause and insert:

"ARTICLE 1
HEALTH CARE

Section 1 Minnesota Statutes 2016, section 3.972, is amended by adding a subdivision to read:

Subd.?2a Audits of Department of Human Services (a) To ensure continuous legislatieeersight and
accountability, the legislative auditor shall give high priority to auditing the programs, services, and benefits
administered by the Department of Human ServicEle audits shall determine whether the department offered
programs and prodied services and benefits only to eligible persons and organizations, and complied with
applicable legal requirements.

(b) The legislative auditor shall, no less than three times each year, test a representative sample of persons
enrolled in medical assance and MinnesotaCare to determine whether they are eligible to receive benefits under
those programs The legislative auditor shall report the results to the commissioner of human services and
recommend corrective actions, which the commissioner mysement within 20 business day3he leqislative
auditor shall monitor the commissioner's implementation of corrective actions and periodically report the results to
the Legislative Audit Commission and the chairs and ranking minority members of thlatlegicommittees with
jurisdiction over health and human services policy and finafdd¢e legislative auditor's reports to the commission
and the chairs and ranking minority members must include recommendations for any legislative actions needed to
ensue that medical assistance and MinnesotaCare benefits are provided only to eligible persons.

Sec.2. Minnesota Statutes 2016, section 245.4889, subdivision 1, is amended to read:

Subdivision 1 Establishment and authority. (a) The commissioner is auttized to make grants from
available appropriations to assist:
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(1) counties;

(2) Indian tribes;

(3) children's collaboratives under section 124D.23 or 245.493; or
(4) mental health service providers.

(b) The following services are eligible for grantgler this section:

(1) services to children with emotional disturbances as defined in section 245.4871, subdivision 15, and their
families;

(2) transition services under section 245.4875, subdivision 8, for young adults under age 21 and their families;

(3) respite care services for children with severe emotional disturbances who are at riskobhamune
placement;

(4) children's mental health crisis services;
(5) mental health services for people from cultural and ethnic minorities;
(6) children'smental health screening and follayp diagnostic assessment and treatment;

(7) services to promote and develop the capacity of providers to use evimmsce practices in providing
children’'s mental health services;

(8) schoollinked mental health semés;

(9) building evidencérased mental health intervention capacity for children birth to age five;

(10) suicide prevention and counseling services that use text messaging statewide;

(11) mental health first aid training;

(12) training for parents, tlaborative partners, and mental health providers on the impact of adverse childhood
experiences and trauma and development of an interactive Web site to share information and strategies to promote

resilience and prevent trauma,;

(13) transition age sengs to develop or expand mental health treatment and supports for adolescents and young
adults 26 years of age or younger;

(14) early childhood mental health consultation;

(15) evidencebased interventions for youth at risk of developing or experiencifingtaepisode of psychosis,
and a public awareness campaign on the signs and symptoms of psyahbsis;

(16) psychiatric consultation for primary care practitioneasd

(17) startup funding to support providers in meeting program requirementshagihning operations when
establishing a new children's mental health program.
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(c) Services under paragraph (b) must be designed to help each child to function and remain with the child's
family in the community and delivered consistent with the chti@atment plan Transition services to eligible
young adults under paragraph (b) must be designed to foster independent living in the community.

EFFECTIVE DATE . This section is effective the day following final enactment.

Sec.3. Minnesota Statutes 26, section 256.9686, subdivision 8, is amended to read:

Subd.8. Rate year "Rate year" means a calendar year from January 1 to Decembdzfféttive with the
2012 base year, rate year means a state fiscal year from July 1 to June 30.

EFFECTIVE DATE . This section is effective the day following final enactment.

Sec.4. Minnesota Statutes 2016, section 256.969, subdivision 1, is amended to read:

Subdivision 1 Hospital cost index (@) The hospital cost index shall be the change in the Centdvietticare
and Medicaid Services Inpatient Hospital Market Baskgie commissioner shall use the indices as forecasted for
the midpoint of the prior rate year to the midpoint of the current rate year.

(b) Except as authorized under this sectifon fiscal years beginning on or after July 1, 1993, the commissioner
of human services shall not provide automatic annual inflation adjustments for hospital payment rates under medical
assistance.

EFFECTIVE DATE . This section is effective July 1, 2017.

Sec.5. Minnesota Statutes 2016, section 256.969, subdivision 2b, is amended to read:

Subd.2b. Hospital payment rates (a) For discharges occurring on or after November 1, 2014, hospital
inpatient services for hospitals located in Minnesota shall be paiddaeg to the following:

(1) critical access hospitals as defined by Medicare shall be paid usingtmsedtmethodology;
(2) longterm hospitals as defined by Medicare shall be paid on a per diem methodology under subdivision 25;

(3) rehabilitationhospitals or units of hospitals that are recognized as rehabilitation distinct parts as defined by
Medicare shall be paid according to the methodology under subdivision 12; and

(4) all other hospitals shall be paid on a diagnodiated group (DRG) metkology.

(b) For the period beginning January 1, 2011, through October 31, 2014, rates shall not be rebased, except that a
Minnesota longerm hospital shall be rebased effective January 1, 2011, based on its most recent Medicare cost
report ending on ordfore September 1, 2008, with the provisions under subdivisions 9 and 23, based on the rates in
effect on December 31, 201@or rate setting periods after November 1, 2014, in which the base years are updated,

a Minnesota longerm hospital's base yesinall remain within the same period as other hospitals.

(c) Effective for discharges occurring on and after November 1, 2014, payment rates for hospital inpatient
services provided by hospitals located in Minnesota or the local trade area, excepthfuspitels paid under the
methodologies described in paragraph (a), clauses (2) and (3), shall be rebased, incorporating cost and payment
methodologies in a manner similar to Medicafiéhe base year for the rates effective November 1, 2014, shall be
calendir year 2012 The rebasing under this paragraph shall be budget neutral, ensuring that the total aggregate
payments under the rebased system are equal to the total aggregate payments that were made for the same number
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and types of services in the baserye&eparate budget neutrality calculations shall be determined for payments
made to critical access hospitals and payments made to hospitals paid under the DRG 6€ydietine rate
increases or decreases under subdivision 3a or 3c that applied tspitalfdeing rebased during the entire base
period shall be incorporated into the budget neutrality calculation.

(d) For discharges occurring on or after November 1, 2014, through the next rebasing that occurs, the rebased
rates under paragraph (c) tregiply to hospitals under paragraph (a), clause (4), shall include adjustments to the
projected rates that result in no greater than a five percent increase or decrease from the base year payments for any
hospital Any adjustments to the rates made by teenmissioner under this paragraph and paragraph (e) shall
maintain budget neutrality as described in paragraph (c).

(e) For discharges occurring on or after November 1, 2014, through thevoaebasinghat-eccurperiodsthe
commissioner may make adidhal adjustments to the rebased rates, and when evaluating whether additional
adjustments should be made, the commissioner shall consider the impact of the rates on the following:

(1) pediatric services;

(2) behavioral health services;

(3) trauma seriees as defined by the National Uniform Billing Committee;

(4) transplant services;

(5) obstetric services, newborn services, and behavioral health services prbyidesbpitals outside the
sevencounty metropolitan area;

(6) outlier admissions;

(7) low-volume providers; and

(8) services provided by small rural hospitals that are not critical access hospitals.

(f) Hospital payment rates established under paragraph (c) must incorporate the following:

(1) for hospitals paid under the DRG methodoldfg, base year payment rate per admission is standardized by
the applicable Medicare wage index and adjusted by the hospital's disproportionate population adjustment;

(2) for critical access hospitals, payment rates for discharges between November Bn20ldne 30, 2015,
shall be set to the same rate of payment that applied for discharges on October 31, 2014;

(3) the cost and charge data used to establish hospital payment rates must only reflect inpatient services covered
by medical assistance; and

(4) in determining hospital payment rates for discharges occurring on or after the rate year beginning January 1,
2011, through December 31, 2012, the hospital payment rate per discharge shall be based ofirttdmgost
methods and allowable costs of theedicare program in effect during the base year or ye#&wsdetermining
hospital payment rates for discharges in subsequent base years, the per disthargbatl be based on the
costfinding methods and allowable costs of the Medicare program irt efffieiig the base year or years.
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(g) The commissioner shall validate the rates effective November 1, 2014, by applying the rates established
under paragraph (c), and any adjustments made to the rates under paragraph (d) or (e), to hospital claims paid in
calendar year 2013 to determine whether the total aggregate payments for the same number and types of services
under the rebased rates are equal to the total aggregate payments made during calendar year 2013.

(h) Effective for discharges occurring on oteafJuly 1, 2017, and every two years thereafter, payment rates
under this section shall be rebased to reflect only those changes in hospital costs between the existing base year and
the next base yeaChanges in costs between base years shall be meamimg the lower of the hospital cost index
defined in subdivision 1, paragraph (a), or the percentage change in the case mix adjusted cost. p&helaim
commissioner shall establish the base year for each rebasing period considering the most rdoenthjeh filed
Medicare cost reports are availabl€he estimated change in the average payment per hospital discharge resulting
from a scheduled rebasing must be calculated and made available to the legislature by January 15 of each year in
which rebaing is scheduled to occur, and must include by hospital the differential in payment rates compared to the
individual hospital's costs.

(i) Effective for discharges occurring on or after July 1, 20d@atientpayment rates for critical access hospitals
located in Minnesota or the local trade area shall be determined using a nevasmmstmethodology The
commissioner shall establish within the methodology tiers of payment destgn@domote efficiency and
costeffectiveness Payment rates for hospigaunder this paragraph shall be set at a level that does not exceed the
total cost for critical access hospitals as reflected in base year cost.rdpatitshe next rebasing that occurs, the
new methodology shall result in no greater than a five perdecrease from the base year payments for any
hospital, except a hospital that had payments that were greater than 100 percent of the hospital's costs in the base
year shall have their rate set equal to 100 percent of costs in the bas€éhgaates pid for discharges on and after
July 1, 2016, covered under this paragraph shall be increased by the inflation factor in subdivision 1, paragraph (a)
The new cosbased rate shall be the final rate and shall not be settled to actual incurredHuxgitals shall be
assigned a payment tier based on the following criteria:

(1) hospitals that had payments at or below 80 percent of their costs in the base year shall have a rate set that
equals 85 percent of their base year costs;

(2) hospitals that hagayments that were above 80 percent, up to and including 90 percent of their costs in the
base year shall have a rate set that equals 95 percent of their base year costs; and

(3) hospitals that had payments that were above 90 percent of their costedsehear shall have a rate set that
equals 100 percent of their base year costs.

(i) The commissioner may refine the payment tiers and criteria for critical access hospitals to coincide with the
next rebasing under paragraph.(hJhe factors used tdevelop the new methodology may include, but are not
limited to:

(1) the ratio between the hospital's costs for treating medical assistance patients and the hospital's charges to the
medical assistance program;

(2) the ratio between the hospital's cdfsts treating medical assistance patients and the hospital's payments
received from the medical assistance program for the care of medical assistance patients;

(3) the ratio between the hospital's charges to the medical assistance program and thes fpaspitahits
received from the medical assistance program for the care of medical assistance patients;

(4) the statewide average increases in the ratios identified in clauses (1), (2), and (3);
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(5) the proportion of that hospital's costs that are admitiigrand trends in administrative costs; and
(6) geographic location.

EFFECTIVE DATE . This section is effective July 1, 2017.

Sec.6. Minnesota Statutes 2016, section 256.969, is amended by adding a subdivision to read:

Subd.2e Alternate inpatient payment rate. (a) If the days, costs, and revenues associated with patients who
are eligible for medical assistance and also have private health insurance are required to be included in the
calculation of the hospitapecific disproportionate share hdap payment limit for a rate year, then the
commissioner, effective retroactively to rate years beginning on or after January 1, 2015, shall compute an alternate
inpatient payment rate for a Minnesota hospital that is designated as a children's hudgitalraerated as such by
Medicare The commissioner shall reimburse the hospital for a rate year at the higher of the amount calculated
under the alternate payment rate or the amount calculated under subdivision 9.

(b) The alternate payment rate must tribe criteria in clauses (1) to (4):

(1) the alternate payment rate shall be structured to target a total aggregate reimbursement amount equal to two
percent less than each children's hospital's cost coverage percentage in thélagpisa year for pwiding
feefor-service inpatient services under this section to patients enrolled in medical assistance;

(2) costs shall be determined using the most recently available medical assistance cost report provided under
subdivision 4b, paragraph (a), claugg, (for the applicable base yea€osts shall be determined using standard
Medicare cost finding and cost allocation methods and applied in the same manner as the costs were in the rebasing
for the applicable base yealf the medical assistance cost ogpis not available, costs shall be determined in the
interim using the Medicare Cost Report;

(3) in any rate year in which payment to a hospital is made using the alternate payment rate, no payments shall
be made to the hospital under subdivision 9; and

(4) if the alternate payment amount increases payments at a rate that is higher than the inflation factor applied
over the rebasing period, the commissioner shall take this into consideration when setting payment rates at the next

rebasing.

Sec.7. Minnesota Statutes 2016, section 256.969, subdivision 3a, is amended to read:

Subd.3a Payments (a) Acute care hospital billings under the medical assistance program must not be
submitted until the recipient is dischargedowever, the commissioner shaktablish monthly interim payments
for inpatient hospitals that have individual patient lengths of stay over 30 days regardless of diagnostic category
Except as provided in section 256.9693, medical assistance reimbursement for treatment of nesstahiiih be
reimbursed based on diagnostic classificatiohsdividual hospital payments established under this section and
sections 256.9685, 256.9686, and 256.9695, in addition teghitg and recipient liability, for discharges occurring
during therate year shall not exceed, in aggregate, the charges for the medical assistance covered inpatient services
paid for the same period of time to the hospit8kervices that have rates established under subdivAdiesr 12,
must be limited separately from other servicédter consulting with the affected hospitals, the commissioner may
consider related hospitals one entity and may merge the payment rates while maintaining separate provider numbers
The operating andrpperty base rates per admission or per day shall be derived from the best Medicare and claims
data available when rates are establish&@tle commissioner shall determine the best Medicare and claims data,
taking into consideration variables of recencythed data, audit disposition, settlement status, and the ability to set
rates in a timely mannefThe commissioner shall notify hospitals of payment rates 30 days prior to implementation
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The rate setting data must reflect the admissions data usedabdiséstelative values The commissioner may

adjust base year cost, relative value, and case mix index data to exclude the costs of services that have been
discontinued byhe October 1 of the year preceding the rate year or that are paid separateiyfatient services

Inpatient stays that encompass portions of two or more rate years shall have payments established based on payment
rates in effect at the time of admission unless the date of admission preceded the rate year in effect by six months or

more In this case, operating payment rates for services rendered during the rate year in effect and established based

on the date of admission shall be adjusted to the rate year in effect by the hospital cost index.

(b) For feefor-service admissions oarring on or after July 1, 2002, the total payment, before -frarty
liability and spenddown, made to hospitals for inpatient services is reduced by .5 percent from the current statutory
rates.

(c) In addition to the reduction in paragraph (b), thaltpayment for fedor-service admissions occurring on or
after July 1, 2003, made to hospitals for inpatient services beforepthity liability and spenddown, is reduced five
percent from the current statutory rateMlental health services within diagsis related groups 424 to 432 or
corresponding APDRGs, and facilities defined under subdivision 16 are excluded from this paragraph.

(d) In addition to the reduction in paragraphs (b) and (c), the total payment forfesrvice admissions
occurringon or after August 1, 2005, made to hospitals for inpatient services beforgdhtiydliability and
spenddown, is reduced 6.0 percent from the current statutory Messgal health services within diagnosis related
groups 424 to 432 or correspondin@RDRGs, and facilities defined under subdivision 16 are excluded from this
paragraph Payments made to managed care plans shall be reduced for services provided on or after January 1,
2006, to reflect this reduction.

(e) In addition to the reductions paragraphs (b), (c), and (d), the total payment foifdeeservice admissions
occurring on or after July 1, 2008, through June 30, 2009, made to hospitals for inpatient services befthird
liability and spenddown, is reduced 3.46 percent fromdingent statutory rates Mental health services with
diagnosis related groups 424 to 432 or corresponding-BRRBs, and facilities defined under subdivision 16 are
excluded from this paragrapfPayments made to managed care plans shall be reducedvioes@rovided on or
after January 1, 2009, through June 30, 2009, to reflect this reduction.

(H In addition to the reductions in paragraphs (b), (c), and (d), the total payment-for-fsgvice admissions
occurring on or after July 1, 2009, througine 30, 2011, made to hospitals for inpatient services beforeptityl
liability and spenddown, is reduced 1.9 percent from the current statutory rtestal health services with
diagnosis related groups 424 to 432 or corresponding-BRRBs, and faitities defined under subdivision 16 are
excluded from this paragraplPayments made to managed care plans shall be reduced for services provided on or
after July 1, 2009, through June 30, 2011, to reflect this reduction.

(9) In addition to the reductienin paragraphs (b), (c), and (d), the total payment fofdieservice admissions
occurring on or after July 1, 2011, made to hospitals for inpatient services beforgatttyrdiability and
spenddown, is reduced 1.79 percent from the current stanati®y Mental health services with diagnosis related
groups 424 to 432 or corresponding APRGs, and facilities defined under subdivision 16 are excluded from this
paragraph Payments made to managed care plans shall be reduced for services proadaftesruly 1, 2011, to
reflect this reduction.

(h) In addition to the reductions in paragraphs (b), (c), (d), (f), and (g), the total payment-fr-deevice
admissions occurring on or after July 1, 2009, made to hospitals for inpatient serfdcestied-party liability and
spenddown, is reduced one percent from the current statutory rfadedities defined under subdivision 16 are
excluded from this paragrapfPayments made to managed care plans shall be reduced for services provided on or
after October 1, 2009, to reflect this reduction.
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(i) In addition to the reductions in paragraphs (b), (c), (d), (g), and (h), the total payment-for-deevice
admissions occurring on or after July 1, 2011, made to hospitals for inpatient servicestfiedparty liability and
spenddown, is reduced 1.96 percent from the current statutory radedities defined under subdivision 16 are
excluded from this paragrapfPayments made to managed care plans shall be reduced for services provided on or
after January 1, 2011, to reflect this reduction.

(j) Effective for discharges on and after November 1, 2014, from hospitals paid under subdivision 2b, pajagraph (a
clauses (1) and (4), the rate adjustments in this subdivision must be incorporathe irtbased rates established
under subdivision 2b, paragraph (c), and must not be applied to each claim.

(k) Effective for discharges on and after July 1, 2015, from hospitals paid under subdivision 2b, paragraph (a),
clauses (2) and (3), the rate adjonshts in this subdivision must be incorporated into the rates and must not be
applied to each claim.

(I)_Effective for discharges on and after July 1, 2017, from hospitals paid under subdivision 2b, paragraph (a),
clause (2), the rate adjustments in thifbdivision must be incorporated into the rates and must not be applied to
each claim.

EFFECTIVE DATE . This section is effective July 1, 2017.

Sec.8. Minnesota Statutes 2016, section 256.969, subdivision 4b, is amended to read:

Subd.4b. Medical assistance cost reports for serviceg(@a) A hospital that meets one of the following criteria
must annually submit to the commissioner medical assistance cost reports within six months of the end of the
hospital's fiscal year:

(1) a hospital designated a critical access hospital that receives medical assistance paysnents;

(2) a Minnesota hospital or cof-state hospital located within a Minnesota local trade area that receives a
disproportionate population adjustment under subdivisjar 9

(3) aMinnesota hospital that is designated as a children's hospital and enumerated as such by Medicare

For purposes of this subdivision, local trade area has the meaning given in subdivision 17.

(b) The commissioner shall suspend payments to any hospitdhilsato submit a report required under this
subdivision Payments must remain suspended until the report has been filed with and accepted by the
commissioner.

EFFECTIVE DATE . This section is effective retroactively from January 1, 2015.

Sec.9. Minnesota Statutes 2016, section 256.969, subdivision 8, is amended to read:

Subd.8. Unusual length of stay experience (a) The commissioner shall establish day outlier thresholds for
each diagnostic category established under subdivision 2 atawdard deviations beyond the mean length of stay
Payment for the days beyond the outlier threshold shall be in addition to the operating and property payment rates
per admission established under subdivisions 2 andP2lyment for outliers shall be @ percent of the allowable
operating cost, after adjustment by the case mix index, hospital cost index, relative values and the disproportionate
population adjustmentThe outlier threshold for neonatal and burn diagnostic categories shall be estiadishe
standard deviation beyond the mean length of stay, and payment shall be at 90 percent of allowable operating cost
calculated in the same manner as other outligshospital may choose an alternative to the 70 percent outlier
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payment that is at minimum of 60 percent and a maximum of 80 percent if the commissioner is notified in writing
of the request by October 1 of the year preceding the rate yidsr chosen percentage applies to all diagnostic
categories except burns and neonafHse percatage of allowable cost that is unrecognized by the outlier payment
shall be added back to the base year operating payment rate per admission.

(b) Effective foradmissions andransfers occurring on and after November 1, 2014, the commissioner shall
estallish payment rates for outlier payments that are based on Medicare methodologies.

EFFECTIVE DATE . This section is effective July 1, 2017.

Sec.10. Minnesota Statutes 2016, section 256.969, subdivision 8c, is amended to read:

Subd.8c. Hospital residents (@) For discharges occurring on or after November 1, 2014, payments for hospital
residents shall be made as follows:

(1) payments for the first 180 days of inpatient care shall be the[¥R® system plus any outliers; and

(2) payment for almedically necessary patient care subsequent to the first 180 days shall be reimbursed at a rate
computed by multiplying the statewide average-tostharge ratio by the usual and customary charges.

(b) For discharges occurring on or after July 1, 2058¢ment for hospital residents shall be equal to the
payments under subdivision 8, paragraph (b).

EFFECTIVE DATE . This section is effective July 1, 2017.

Sec.11. Minnesota Statutes 2016, section 256.969, subdivision 9, is amended to read:

Subd.9. Disproportionate numbers of lowincome patients served (a) For admissions occurring on or after
July 1, 1993, the medical assistance disproportionate population adjustment shall comply with federal law and shall
be paid to a hospital, excluding regionaaiment centers and facilities of the federal Indian Health Service, with a
medical assistance inpatient utilization rate in excess of the arithmetic Mlearadjustment must be determined as
follows:

(1) for a hospital with a medical assistance inpetigilization rate above the arithmetic mean for all hospitals
excluding regional treatment centers and facilities of the federal Indian Health Service but less than or equal to one
standard deviation above the mean, the adjustment must be determinatfiplying the total of the operating and
property payment rates by the difference between the hospital's actual medical assistance inpatient utilization rate
and the arithmetic mean for all hospitals excluding regional treatment centers and facilitiesfederal Indian
Health Service; and

(2) for a hospital with a medical assistance inpatient utilization rate above one standard deviation above the
mean, the adjustment must be determined by multiplying the adjustment that would be determinethusel€t)
for that hospital by 1.1 The commissioner shall report annually on the number of hospitals likely to receive the
adjustment authorized by this paragragthe commissioner shall specifically report on the adjustments received by
public hospités and public hospital corporations located in cities of the first class.

(b) Certified public expenditures made by Hennepin County Medical Center shall be considered Medicaid
disproportionate share hospital paymentiennepin County and Hennepin Cougdical Center shall report by
June 15, 2007, on payments made beginning July 1, 2005, or another date specified by the commissioner, that may
qualify for reimbursement under federal lavBased on these reports, the commissioner shall apply for federal
matching funds.
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(c) Upon federal approval of the related state plan amendment, paragraph (b) is effective retroactively from July 1
2005, or the earliest effective date approved by the Centers for Medicare and Medicaid Services.

(d) Effective July 1, 2015disproportionate share hospital (DSH) payments shall be paid in accordance with a
new methodology using 2012 as the base.ydamual payments made under this paragraph shall equal the total
amount of payments made for 2012 licensed children's hospit shall receive only a single DSH factor for
children's hospitalsOther DSH factors may be combined to arrive at a single factor for each hospital that is eligible
for DSH payments The new methodology shall make payments only to hospitals locatethimesbta and include
the following factors:

(1) a licensed children's hospital with at least 1,006fdeservice discharges in the base year shall receive a
factor of 0.868 A licensed children's hospital with less than 1,000féeeservice dischargeis the base year shall
receive a factor of 0.7880;

(2) a hospital that has in effect for the initial rate year a contract with the commissioner to provide extended
psychiatric inpatient services under section 256.9693 shall receive a factor of 0.0160;

(3) a hospital that has received payment from thédeservice program for at least 20 transplant services in the
base year shall receive a factor of 0.0435;

(4) a hospital that has a medical assistance utilization rate in the base year betweemQptyame standard
deviation above the statewide mean utilization rate shall receive a factor of 0.0468;

(5) a hospital that has a medical assistance utilization rate in the base year that is at least one standard deviation
above the statewide meanligtition rate but is less than three standard deviations above the mean shall receive a
factor of 0.2300; and

(6) a hospital that has a medical assistance utilization rate in the base year that is at least three standard
deviations above the statewide maedilization rate shall receive a factor of 0.3711.

(e) Any payments or portion of payments made to a hospital under this subdivision that are subsequently
returned to the commissioner because the payments are found to exceed thedpespii@lDSH Imit for that
hospital shall be redistributed, proportionate to the number efofegervice discharges, to other D®Hgible
nonchildren'snon-children'shospitals that have a medical assistance utilization rate that is at least one standard
deviation above the mean.

EFFECTIVE DATE . This section is effective July 1, 2017.

Sec.12. Minnesota Statutes 2016, section 256.969, subdivision 12, is amended to

Subd.12. Rehabilitation hospitals and distinct parts (a) Units of hospitals that are recognized as
rehabilitation distinct parts by the Medicare program shall have separate provider numbers under the medical
assistance program for ragstablishment and billing purposes onljhese units shall also have operating payment
rates and the disproportionate population adjustment, if allowed by federal law, established separately from other
inpatient hospital services.

(b) The commissioner ali establish separate relative values under subdivision 2 for rehabilitation hospitals and
distinct parts as defined by the Medicare progragifective for discharges occurring on and after November 1,
2014, the commissioner, to the extent possible] skplicate the existing payment rate methodology under the new
diagnostic classification systerhe result must be budget neutral, ensuring that the total aggregate payments under
the new system are equal to the total aggregate payments made for ¢heusaber and types of services in the
base year, calendar year 2012.
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(c) For individual hospitals that did not have separate medical assistance rehabilitation provider numbers or
rehabilitation distinct parts in the base year, hospitals shall providaftrenation needed to separate rehabilitation
distinct part cost and claims data from other inpatient service data.

(d) Effective with discharges on or after July 1, 2017, payment to rehabilitation hospitals shall be established
under subdivision 2b, pareph (a), clause (4).

EFFECTIVE DATE . This section is effective July 1, 2017.

Sec.13. Minnesota Statutes 2016, section 256B.04, subdivision 12, is amended to read:

Subd.12. Limitation on services (a) Place limits on the types of services covdrgdnedical assistance, the
frequency with which the same or similar services may be covered by medical assistance for an individual recipient,
and the amount paid for each covered servidde state agency shall promulgate rules establishing maximum
reimbursement rates for emergency and nonemergency transportation.

The rules shall provide:

(1) an opportunity for all recognized transportation providers to be reimbursed for nonemergency transportation
consistent with the maximum rates established by tea@gand

(2) reimbursement of public and private nonprofit providers serving the disabled population generally at
reasonable maximum rates that reflect the cost of providing the service regardless of the fare that might be charged
by the provider for siitar services to individuals other than those receiving medical assistance or medical care
under this chapteand

an the first

(b) The commissioner shall encourage providers reimbursed under this chapter to coordinate their operation with
similar services that are operating in the same communlty the extent practicable, the commissioner shall
encourage eligible indiduals to utilize less expensive providers capable of serving their needs.

(c) For the purpose of this subdivision and section 256B.02, subdivision 8, and effective on January 1, 1981,
"recognized provider of transportation services" means an operagmecial transportation service as defined in
section 174.29 that has been issued a current certificate of compliance with operating standards of the commissioner
of transportation or, if those standards do not apply to the operator, that the agesadg fiie to provide the
required transportation in a safe and reliable mankbatil January 1, 1981, "recognized transportation provider"
includes an operator of special transportation service that the agency finds is able to provide the required
transmrtation in a safe and reliable manner.

Sec.14. Minnesota Statutes 2016, section 256B.0625, subdivision 3b, is amended to read:

Subd.3b. Telemedicine services (a) Medical assistance covers medically necessary services and consultations
delivered bya licensed health care provider via telemedicine in the same manner as if the service or consultation
was delivered in person Coverage is limited to three telemedicine services per enrollee per calendar week
Telemedicine services shall be paid atfthieallowable rate.
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(b) The commissioner shall establish criteria that a health care provider must attest to in order to demonstrate the
safety or efficacy of delivering a particular service via telemedicirie attestation may include that the heatirec
provider:

(1) has identified the categories or types of services the health care provider will provide via telemedicine;
(2) has written policies and procedures specific to telemedicine services that are regularly reviewed and updated,;

(3) has poliees and procedures that adequately address patient safety before, during, and after the telemedicine
service is rendered;

(4) has established protocols addressing how and when to discontinue telemedicine services; and
(5) has an established quality asswre process related to telemedicine services.

(c) As a condition of payment, a licensed health care provider must document each occurrence of a health
service provided by telemedicine to a medical assistance enrblésdth care service records for\@ees provided
by telemedicine must meet the requirements set forth in Minnesota Rules, part 9505.2175, subparts 1 and 2, and
must document:

(2) the type of service provided by telemedicine;
(2) the time the service began and the time the service eindkaiing ana.m.andp.m.designation;

(3) the licensed health care provider's basis for determining that telemedicine is an appropriate and effective
means for delivering the service to the enrollee;

(4) the mode of transmission of the telemedicinesiserand records evidencing that a particular mode of
transmission was utilized;

(5) the location of the originating site and the distant site;

(6) if the claim for payment is based on a physician's telemedicine consultation with another physician, the
written opinion from the consulting physician providing the telemedicine consultation; and

(7) compliance with the criteria attested to by the health care provider in accordance with paragraph (b).

(d) For purposes of this subdivision, unless otherwmeed under this chapter, "telemedicine” is defined as
the delivery of health care services or consultations while the patient is at an originating site and the licensed health
care provider is at a distant sitA communication between licensed healéecproviders, or a licensed health care
provider and a patient that consists solely of a telephone conversatiaai) or facsimile transmission does not
constitute telemedicine consultations or services. Telemedicine may be provided by meansined teadway,
interactive audio and visual communications, including the application of secure video conferencinggod$boveard
technology to provide or support health care delivery, which facilitate the assessment, diagnosis, consultation,
treatmenteducation, and care management of a patient's health care.

(e) For purposes of this section, "licensed health care provusdefinedmeans a licensed health care provider
under section 62A.671, subdivisionghd a mental health practitioner defineder section 245.462, subdivision, 17
or 245.4871, subdivision 26, working under the general supervision of a mental health profeYséadidl care
provider" is defined under section 62A.671, subdivision 3; and "originating site" is defined undam §2¢ti671,
subdivision 7.
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Sec.15. Minnesota Statutes 2016, section 256B.0625, subdivision 13, is amended to read:

Subd.13. Drugs. (a) Medical assistance covers drugs, except for fertility drugs when specifically used to
enhance fertility, ifprescribed by a licensed practitioner and dispensed by a licensed pharmacist, by a physician
enrolled in the medical assistance program as a dispensing physician, or by a physician, physician assistant, or a
nurse practitioner employed by or under contrsith a community health board as defined in section 145A.02,
subdivision 5, for the purposes of communicable disease control.

(b) The dispensed quantity of a prescription drug must not exceeeday3dupply, unless authorized by the
commissioner.

(c) For the purpose of this subdivision and subdivision 13d, an "active pharmaceutical ingredient" is defined as a
substance that is represented for use in a drug and when used in the manufacturing, processing, or packaging of a
drug becomes an active ingrediaf the drug product An "excipient" is defined as an inert substance used as a
diluent or vehicle for a drug The commissioner shall establish a list of active pharmaceutical ingredients and
excipients which are included in the medical assistance farymu Medical assistance covers selected active
pharmaceutical ingredients and excipients used in compounded prescriptions when the compounded combination is
specifically approved by the commissioner or when a commercially available product:

(1) is not aherapeutic option for the patient;

(2) does not exist in the same combination of active ingredients in the same strengths as the compounded
prescription; and

(3) cannot be used in place of the active pharmaceutical ingredient in the compoundediprescrip

(d) Medical assistance covers the following ethrexcounter drugs when prescribed by a licensed practitioner or
by a licensed pharmacist who meets standards established by the commissioner, in consultation with the board of
pharmacy: antacids, adaminophen, family planning products, aspirin, insulin, products for the treatment of lice,
vitamins for adults with documented vitamin deficiencies, vitamins for children under the age of seven and pregnant
or nursing women, and any other o¥lee-counterdrug identified by the commissioner, in consultation with the
formulary committee, as necessary, appropriate, andeffesttive for the treatment of certain specified chronic
diseases, conditions, or disorders, and this determination shall not be swmbfecrequirements of chapter.1A
pharmacist may prescribe ovire-counter medications as provided under this paragraph for purposes of receiving
reimbursement under Medicaid When prescribing ovethe-counter drugs under this paragraph, licensed
pharmacists must consult with the recipient to determine necessity, provide drug counseling, review drug therapy for
potential adverse interactions, and make referrals as needed to other health care profeSientie-counter

mad ons—m he distomarin a Nntitvth hea low aft he numberof do age-—un on ned-in the

e of therapy;

(e) Effective January 1, 2006, medical assistance shall not cover drugs that are coverable under Medicare Part D
as defined in the Medicaferescription Drug, Improvement, and Modernization Act of 2003, Public Lawl188
section 1860E2(e), for individuals eligible for drug coverage as defined in the Medicare Prescription Drug,
Improvement, and Modernization Act of 2003, Public Law -108, section 1860BL(a)(3)(A) For these
individuals, medical assistance may cover drugs from the drug classes listed in United States Code, title 42, section
1396¢8(d)(2), subject to this subdivision and subdivisions 13a to 13g, except that drugs listadeth States
Code, title 42, section 1398(d)(2)(E), shall not be covered.
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(f) Medical assistance covers drugs acquired through the federal 340B Drug Pricing Program and dispensed by
340B covered entities and ambulatory pharmacies under common ownafrstip340B covered entityMedical
assistance does not cover drugs acquired through the federal 340B Drug Pricing Program and dispensed by 340B
contract pharmacies.

Sec.16. Minnesota Statutes 2016, section 256B.0625, subdivision 13e, is amendeti to rea

Subd.13e Payment rates (a) Effective April 1, 2017, or upon federal approval, whichever is laker basis

for determining the amount of payment shall be the lower och¢ihigal-acquisition-costagredient cosof the drugs
or-the-maximum-allowale-cost-by-the-commissienptus thefixed professionalispensing fee; or the usual and

customary price charged to the publithe usual and customary price is defined as the lowest price charged by the
provider to a patient who pays for the prescriptity cash, check, or charge account and includes those prices the
pharmacy charges to customers enrolled in a prescription savings club or prescription discount club administered by
the pharmacy or pharmacy chaiifhe amount of payment basis must be redutm reflect all discount amounts
applied to the charge by arlgird-party provider/insurer agreement or contract for submitted charges to medical
assistance programsThe net submitted charge may not be greater than the patient liability for the .sefhiee

pharmaeyprofessionaldispensing fee shall B&3-65$11.35for legend-preseription-drugarescriptions filled with
legend drugs meeting the definition of "covered outpatient drugs" according to United States Code, title 42, section

1396r8(K)(2), except that the dispensing fee for mtravenous solutions which must be compounded by the
pharmacrst shaII b$8 $11 35per bag-$ , $

overthe-counter drugs meeting the definition of covered outpatient draié lse $11.35 for dispensed quantities
equal to or greater than the number of units contained in the manufacturer's original pathkagerofessional
dispensing fee shall be prorated based on the percentage of the package dispensed when the ppamsasadis
quantity less than the humber of units contained in the manufacturer's original packegpharmacy dispensing
fee for prescnbedoverthecounter drugsnot meetlnq the definition of covered outpatlent dngaII be $3.65

the number of unlts contalned in the manufacturers onqrnal package and shall be prorated based on the percentage
of the package dispensed when the pharmacy dispenses a guantibafeise number of units contained in the
manufacturer's original packageThe National Averaqe Druq Acqursrtlon Cost (NADAC) shaII be used to
determrne the mqredremiost of a dru A

January—1—29&4—the—aetuat—aeqursrtroﬁor druqs for whrch a NADAC is not reported the commissioner shaII

estimate the ingredient cost at wholesale acquisition cost minus two peftentommissiner shall establish the

ingredientcost of a drug acquired through the federal 340B Drug Pricing Proghath-be—estimated-by-the
commissioner-at-wholesale-acquisition-cost-minus-40-peatenB40B Drug Pricing Program maximum allowable

cost The 340BDrug Pricing Program maximum allowable cost shall be comparable to, but no higher than, the
340B Drug Pricing Program ceiling price established by the Health Resources and Services Administration
Wholesale acquisition cost is defined as the manufactuigtrprice for a drug or biological to wholesalers or direct
purchasers in the United States, not including prompt pay or other discounts, rebates, or reductions in price, for the
most recent month for which information is available, as reported in sdiel@rice guides or other publications of

drug or biological pricing dataThe maximum allowable cost of a multisource drug may be set by the commissioner
and it shall be comparable;tbutthe actual acquisition cost of the drug product aadigher tlan, the maximum

amount paid by other thirgarty payors in this state who have maximum allowable cost progaacth®o higher

than the NADAC of the generic producEstablishment of the amount of payment for drugs shall not be subject to

the requirementsfahe Administrative Procedure Act.
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(b) Pharmacies dispensing prescriptions to residents oftérny care facilities using an automated drug
distribution system meeting the requirements of section 151.58, or a packaging system meeting the packaging
standads set forth in Minnesota Rules, part 6800.2700, that govern the return of unused drugs to the pharmacy for
reuse, may employ retrospective billing for prescription drugs dispensed tdelongcare facility residents A
retrospectively billing pharmacynust submit a claim only for the quantity of medication used by the enrolled
recipient during the defined billing periodA retrospectively billing pharmacy must use a billing period not less
than one calendar month or 30 days.

provrder usrng packaglng that meets the standards set forth in Mrnnesota Rules part 6800 2700 isoreqeidtied

the department for the actual acquisition cost of all unused drugs that are eligible for reuse, unless the pharmacy is
using retrospective billing The commissioner may permit the drug clozapine to be dispensed in a quantity that is
less than 80-day supply.

(d) Whenever—a—maxrmam—aﬂewabl&eest—has—been—set éopharmacy dispensesmultisource drugpaysment

A ihecirmyredient cost shall be the NADAC
of the qenerlqaroduct or themaX|mum aIIowabIe cost establlshed by the commissioner unless prior authorization
for the brand name product has been granted according to the criteria established by the Drug Formulary Committee
as required by subdivision 13f, paragraph, @)d the prescriber has indicated "dispense as written" on the
prescription in a manner consistent with section 151.21, subdivision 2.

(e) The basis for determining the amount of payment for drugs administered in an outpatient setting shall be the
lower of the usual and customary cost submitted by the provider, 106 percent of the average sales price as
determined by the United States Department of Health and Human Services pursuant to title XVIII, section 1847a of
the federal Social Security Act, the sjadtly pharmacy rate, or the maximum allowable cost set by the
commissioner If average sales price is unavailable, the amount of payment must be lower of the usual and
customary cost submitted by the provider, the wholesale acquisition cost, the spatéitacy rate, or the
maximum allowable cost set by the commissiorEffective January 1, 2014, the commissioner shall discount the
payment rate for drugs obtained through the federal 340B Drug Pricing Program by 20. péheepayment for
drugs admiistered in an outpatient setting shall be made to the administering facility or practit@metail or
specialty pharmacy dispensing a drug for administration in an outpatient setting is not eligible for direct
reimbursement.

() The commissioner mapegetiatelowerreimbursementratestablish maximum allowable cost rafes
specialty pharmacy produd&amh&ratemat are lower than the ingredient cost form@lascified in paragraph)Xa
The commissioner may require individuals enrolled inhbalth care programs administered by the department to
obtain specialty pharmacy products from provrdmh—whem—the—eemmmqer—has—negetrated—lower
reimbursementrateable to provide enhanced clinical services and willing to accept the specialtyaulya
reimbursement Specialty pharmacy products are defined as those used by a small number of recipients or recipients
with complex and chronic diseases that require expensive and challenging drug regExansples of these
conditions include, but araot limited to: multiple sclerosis, HIV/AIDS, transplantation, hepatitis C, growth
hormone deficiency, Crohn's Disease, rheumatoid arthritis, and certain forms of. c&peeralty pharmaceutical
products include injectable and infusion therapies, biotelogy drugs, antihemophilic factor products, hagist
therapies, and therapies that require complex cBine commissioner shall consult with the formulary committee to
develop a list of specialty pharmacy products subjetititoparagrapimaximum alowable cost reimbursementn
consulting with the formulary committee in developing this list, the commissioner shall take into consideration the
population served by specialty pharmacy products, the current delivery system and standard of caren dhe st
access to care issuesThe commissioner shall have the discretion to adjustréfabursementratenaximum
allowable costo prevent access to care issues.
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(g) Home infusion therapy services provided by home infusion therapy pharmacies must ¢ pees
according to subdivision 8d.

(h) Effective for prescriptions filled on or after April 1, 2017, or upon federal approval, whichever is later, the
commissioner shall increase the ingredient cost reimbursement calculated in paragraphs (ddyamb (Percent
for prescription and nonprescription drugs subject to the wholesale drug distributor tax under section 295.52.

EFFECTIVE DATE . This section is effective retroactively from April 1, 2017, or from the effective date of
federal approvalwhichever is later The commissioner of human services shall notify the revisor of statutes when
federal approval is obtained.

Sec.17. Minnesota Statutes 2016, section 256B.0625, subdivision 17, is amended to read:

Subd.17. Transportation costs (a) "Nonemergency medical transportation service" means motor vehicle
transportation provided by a public or private person that serves Minnesota health care program beneficiaries who
do not require emergency ambulance service, as defined in section Q¥4&.0division 3, to obtain covered
medical services.

(b) Medical assistance covers medical transportation costs incurred solely for obtaining emergency medical care
or transportation costs incurred by eligible persons in obtaining emergency or nomayargelical care when
paid directly to an ambulance compaegmmen-carrienonemergency medical transportation compamyother
recognized providers of transportation servicetedical transportation must be provided by:

(1) nonemergency medical tramstation providers who meet the requirements of this subdivision;
(2) ambulances, as defined in section 144E.001, subdivision 2;

(3) taxicabghat meet the requirements of this subdivision

(4) public transit, as defined in section 174.22, subdivisjar 7
(5) notfor-hire vehicles, including volunteer drivers.

(c) Medical assistance covers nonemergency medical transportation provided by nonemergency medical
transportation providers enrolled in the Minnesota health care progralinsonemergency medal transportation
providers must comply with the operating standards for special transportation service as defined in sections 174.29
to 174.30 and Minnesota Rules, chapter 8840, and in consultation with the Minnesota Department of Transportation
All nonemergency medical transportation providers shall bill for nonemergency medical transportation services in
accordance with Minnesota health care programs criteria. Publicly operated transit systems, volunteeifeydmic not
vehicles are exempt frorhe requirements outlined in this paragraph.

(d) An organization may be terminated, denied, or suspended from enrollment if:

(1) the provider has not initiated background studies on the individuals specified in section 174.30, subdjvision 10
paragraph (g clauses (1) to (3); or

(2) the provider has initiated background studies on the individuals specified in section 174.30, subdivision 10,
paragraph (a), clauses (1) to (3), and:

(i) the commissioner has sent the provider a notice that the individisabeen disqualified under section
245C.14; and
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(i) the individual has not received a disqualification-aside specific to the special transportation services
provider under sections 245C.22 and 245C.23.

(e) The administrative agency of nonemergenegical transportation must:

(1) adhere to the policies defined by the commissioner in consultation with the Nonemergency Medical
Transportation Advisory Committee;

(2) pay nonemergency medical transportation providers for services provided to Minreadtitac&re programs
beneficiaries to obtain covered medical services;

(3) provide data monthly to the commissioner on appeals, complairshiowes, canceled trips, and number of
trips by mode; and

(4) by July 1, 2016, in accordance with subdivision 18dize a Webbased single administrative structure
assessment tool that meets the technical requirements established by the commissioner, reconciles trip information
with claims being submitted by providers, and ensures prompt payment for nonemergeica} trensportation
services.

(f) Until the commissioner implements the single administrative structure and delivery system under subdiyision 18e
clients shall obtain their levalf-service certificate from the commissioner or an entity approved by the
commissioner that does not dispatch rides for clients using modes of transportation under paragraph (i), clauses (4),
(5), (6), and (7).

(g) The commissioner may use an order by the recipient's attending physician or a medical or mental health
professionhto certify that the recipient requires nonemergency medical transportation seridoegmergency
medical transportation providers shall perform drassisted services for eligible individuals, when appropriate
Driver-assisted service includes pasger pickup at and return to the individual's residence or place of business,
assistance with admittance of the individual to the medical facility, and assistance in passenger securement or in
securing of wheelchairghild seatsor stretchers in theehicle.

Nonemergency medical transportation providers must take clients to the health care provider using the most
direct route, and must not exceed 30 miles for a trip to a primary care provider or 60 miles for a trip to a specialty
care provider, unlesthe client receives authorization from the local agency.

Nonemergency medical transportation providers may not bill for separate base rates for the continuation of a trip
beyond the original destinationNonemergency medical transportation providerstmuaintain trip logs, which
include pickup and dropff times, signed by the medical provider or client, whichever is deemed most appropriate,
attesting to mileage traveled to obtain covered medical servicksnts requesting client mileage reimburseme
must sign the trip log attesting mileage traveled to obtain covered medical services.

(h) The administrative agency shall use the level of service process established by the commissioner in
consultation with the Nonemergency Medical Transportation gatyi Committee to determine the client's most
appropriate mode of transportatiol public transit or a certified transportation provider is not available to provide
the appropriate service mode for the client, the client may receive a onetime segvaseup

(i) The covered modes of transportatiorhi

(2) client reimbursement, which includes client mileage reimbursement provided to clients who have their own
transportation, or to family aan acquaintance who provides transportation to the client;
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(2) volunteer transport, which includes transportation by volunteers using their own vehicle;

(3) unassisted transport, which includes transportation provided to a client by a taxicab or auosilic Ifra
taxicab or public transit is not available, the client can receive transportation from another nonemergency medical
transportation provider;

(4) assisted transport, which includes transport provided to clients who require assistance hyeagemnoy
medical transportation provider;

(5) lift-equipped/ramp transport, which includes transport provided to a client who is dependent on a device and
requires a nonemergency medical transportation provider with a vehicle containing a lift or ramp;

(6) protected transport, which includes transport provided to a client who has received a prescreening that has
deemed other forms of transportation inappropriate and who requires a prdiideith a protected vehicle that is
not an ambulance or poliagar and has safety locks, a video recorder, and a transparent thermoplastic partition
between the passenger and the vehicle driver; and (ii) who is certified as a protected transport provider; and

(7) stretcher transport, which includes transport for iantlin a prone or supine position and requires a
nonemergency medical transportation provider with a vehicle that can transport a client in a prone or supine
position.

(i) The local agency shall be the single administrative agency and shall admingsteziraburse for modes
defined in paragraph (i) according to paragraphs (m) and (n) when the commissioner has developed, made available,
and funded the Webased single administrative structure, assessment tool, and level of need assessment under
subdivision 18e The local agency's financial obligation is limited to funds provided by the state or federal
government.

(k) The commissioner shall:

(1) in consultation with the Nonemergency Medical Transportation Advisory Committee, verify that the mode
and useof nonemergency medical transportation is appropriate;

(2) verify that the client is going to an approved medical appointment; and

() investigate all complaints and appeals.

() The administrative agency shall pay for the services provided in thiivigibn and seek reimbursement
from the commissioner, if appropriaté\s vendors of medical care, local agencies are subject to the provisions in
section 256B.041, the sanctions and monetary recovery actions in section 256B.064, and Minnesota Rules, part
9505.2160 to 9505.2245.

(m) Payments for nonemergency medical transportation must be paid based on the client's assessed mode under
paragraph (h), not the type of vehicle used to provide the serVice medical assistance reimbursement rates for
nonemergency medical transportation services that are payable by or on behalf of the commissioner for
nonemergency medical transportation services are:

(1) $0.22 per mile for client reimbursement;

(2) up to 100 percent of the Internal Revenue Servicebss deduction rate for volunteer transport;
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(3) equivalent to the standard fare for unassisted transport when provided by public transit, and $11 for the base
rate and $1.30 per mile when provided by a nonemergency medical transportation provider;

(4) $13 for the base rate and $1.30 per mile for assisted transport;

(5) $18 for the base rate and $1.55 per mile foeliftipped/ramp transport;

(6) $75 for the base rate and $2.40 per mile for protected transport; and

(7) $60 for the base rate and $2pHF mile for stretcher transport, and $9 per trip for an additional attendant if
deemed medically necessary.

(n) The base rate for nonemergency medical transportation services in areas defined under RUCA to be super
rural is equal to 111.3 percent of thespective base rate in paragraph (m), clauses (1).tort® mileage rate for
nonemergency medical transportation services in areas defined under RUCA to be rural or super rural areas is:

(1) for a trip equal to 17 miles or less, equal to 125 perckthieorespective mileage rate in paragraph (m),
clauses (1) to (7); and

(2) for a trip between 18 and 50 miles, equal to 112.5 percent of the respective mileage rate in paragraph (m),
clauses (1) to (7).

(o) For purposes of reimbursement rates for nomgemey medical transportation services under paragraphs (m)
and (n), the zip code of the recipient's place of residence shall determine whether the urban, rural, or super rural
reimbursement rate applies.

(p) For purposes of this subdivision, "rural urbeemmuting area" or "RUCA" means a censast based
classification system under which a geographical area is determined to be urban, rural, or super rural.

(gq) The commissioner, when determining reimbursement rates for nonemergency medical tramspodatio
paragraphs (m) and (n), shall exempt all modes of transportation listed under paragraph (i) from Minnesota Rules,
part 9505.0445, item R, subitem (2).

Sec.18. Minnesota Statutes 2016, section 256B.0625, subdivision 17b, is amended to read:

Subd.17bh Documentation required. (a) As a condition for payment, nonemergency medical transportation
providers must document each occurrence of a service provided to a recipient according to this subdivision
Providers must maintain odometer and otteeords sufficient to distinguish individual trips with specific vehicles
and drivers The documentation may be collected and maintained using electronic systems or software or in paper
form but must be made available and produced upon reqiFsgramfunds paid for transportation that is not
documented according to this subdivision shall be recovered by the department.

(b) A nonemergency medical transportation provider must compile transportation records that meet the
following requirements:

(1) therecord must be in English and must be legible according to the standard of a reasonable person;
(2) the recipient's name must be on each page of the record; and

(3) each entry in the record must document:
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(i) the date on which the entry is made;

(ii) the date or dates the service is provided;

(i) the printed last name, first name, and middle initial of the driver;

(iv) the signature of the driver attesting to the followinfjcertify that | have accurately reported in this record
the trip miles | atually drove and the dates and times | actually drove themmderstand that misreporting the
miles driven and hours worked is fraud for which | could face criminal prosecution or civil proce&dings

(v) the signature of the recipient or authorizedtypattesting to the following:"l certify that | received the
reported transportation serviteor the signature of the provider of medical services certifying that the recipient was
delivered to the provider;

(vi) the address, or the description ietlddress is not available, of both the origin and destination, and the
mileage for the most direct route from the origin to the destination;

(vii) the mode of transportation in which the service is provided;

(viii) the license plate number of tlvehicle used to transport the recipient;

(ix) whether the service was ambulatory or nonambulatemii—the—modes—under—subdivision—17- are
implemented

(X) the time of the pickup and the time of the dadpwith "a.m: and 'p.m." designations;

(xi) thename of the extra attendant when an extra attendant is used to provide special transportation service; and

(xii) the electronic source documentation used to calculate driving directions and mileage.

Sec.19. Minnesota Statutes 2016, section 256B.062&mended by adding a subdivision to read:

Subd.17c Nursing facility transports. A Minnesota health care program enrollee residing in, or being
discharged from, a licensed nursing facility is exempt from a level of need determination and is feigible

nonemergency medical transportation services until the enrollee no longer resides in a licensed nursing facility, as
provided in section 256B.04, subdivision 14a.

Sec.20. Minnesota Statutes 2016, section 256B.0625, subdivision 18h, is amendad:to

Subd.18h Managed care (a) The following subdivisionsde—net apply b managed care plans and
countybased purchasing plans:

(1) subdivision 17, paragrapkg)te-{k) (a), (b), (i), and (n)

(2) subdivisiont8e18; and
(3) subdivisiont8g18a
(b) A nonemergency medical transportation provider must comply with the operating standards for special

transportation service specified in sections 174.29 to 174.30 and Minnesota Rules, chapt&u8dly operated
transit systems, volunteers, armi-for-hire vehicles are exempt from the requirements in this paragraph.

EFFECTIVE DATE . This section is effective the day following final enactment.
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Sec.21. Minnesota Statutes 2016, section 256B.0625, subdivision 30, is amended to read:

Subd.30. Other clinic services (a) Medical assistance covers rural health clinic services, federally qualified
health center services, nonprofit community health clinic services, and public health clinic seRitakhealth
clinic services and federally quiidid health center services mean services defined in United States Code, title 42,
section 1396d(a)(2)(B) and (CPayment for rural health clinic and federally qualified health center services shall
be made according to applicable federal law and rdguolat

(b) A federally qualified health centéFQHC) that is beginning initial operation shall submit an estimate of
budgeted costs and visits for the initial reporting period in the form and detail required by the commis&ioner
federallyqualified-hedh-centerAn FQHC that is already in operation shall submit an initial report using actual
costs and visits for the initial reporting periodVithin 90 days of the end of its reporting pericdfederally
gualified-health-centesin FQHCshall submit, inhe form and detail required by the commissioner, a report of its
operations, including allowable costs actually incurred for the period and the actual humber of visits for services
furnished during the period, and other information required by the conomizsiFederally-gualified-health-centers

FQHCsthat file Medicare cost reports shall provide the commissioner with a copy of the most recent Medicare cost
report filed with the Medicare program intermediary for the reporting year which support the costs claimed on their
cost report to the state.

(c) In order to continue codtased payment under the medical assistance program according to paragraphs (a)

and (b),afederally-gqualified-health-centan FQHCor rural health clinic must apply for designation as an essential

community provider within six naths of final adoption of rules by the Department of Health according to section
62Q.19, subdivision.7For thoseederally-gqualified-health-centeFOHCsand rural health clinics that have applied

for essential community provider status within the-rsienth time prescribed, medical assistance payments will
continue to be made according to paragraphs (a) and (b) for the first three years after apphaatiederally
gualified-health-centerBQHCsand rural health clinics that either do not apply witttie time specified above or

who have had essential community provider status for three years, medical assistance payments for health services
provided by these entities shall be according to the same rates and conditions applicable to the same service

provided by health care providers that arefaderally-gqualified-health-centeFQHCsor rural health clinics.
(d) Effective July 1, 1999, the provisions of paragraph (c) requaifegierally-qualified-health-centan FQHC

or a rural health clinic to nka application for an essential community providesigieation in order to have
costbased payments made according to paragraphs (a) and (b) no longer apply.

(e) Effective January 1, 2000, payments made according to paragraphs (a) and (b) shall b limétembst
phaseout schedule of the Balanced Budget Act of 1997.

(f) Effective January 1, 2001hrough December 31, 201&achfederally-qualified-health-cent&iQHCand rural
health clinic may elect to be paid either under the prospective paymésinsgstablished in United States Code,

title 42, section 1396a(aa), or under an alternative payment methodology consistent with the requirements of United
States Code, title 42, section 1396a(aa), and approved by the Centers for Medicare and Medica&l Jarvi
alternative payment methodology shall be 100 percent of cost as determined according to Medicare cost principles.

(g) Effective for services provided on or after January 1, 2019, all claims for payment of clinic services provided
by FQHCs and mal health clinics shall be paid by the commissioner, according to an annual election by the FQHC
or rural health clinic, under the current prospective payment system described in paragraph (f), the alternative
payment methodology described in paragraplto(fthe alternative payment methodology described in paragiaph (!

{g) (h) For purposes of this section, "nonprofit community clinic" is a clinic that:

(1) has nonprofit status as specified in chapter 317A,;



38TH DAY] FRIDAY, MARCH 31,2017 3409

(2) has tax exempt status as provided ienml Revenue Code, section 501(c)(3);

(3) is established to provide health services to-ilavome population groups, uninsured, higgk and special
needs populations, underserved and other special needs populations;

(4) employs professional staff latast onehalf of which are familiar with the cultural background of their clients;

(5) charges for services on a sliding fee scale designed to provide assistancentmoiog clients based on
current poverty income guidelines and family size; and

(6) does not restrict access or services because of a client's financial limitations or public assistance status and
provides necost care as needed.

) (i) Effective for services provided on or after January 1, 2015, all claims for payment of clinic services

provided byfederallyqualified-health-centeFQHCsand rural health clinics shall be paid by the commissioner

Effective for services provided on or after January 1, 2015, through July 1,tB@Icmmissioner shall determine
the most feasible methddr paying claims from the following options:

(1) federally-gualified-health-centeFE)HCsand rural health clinics submit claims directly to the commissioner

for payment, and the commissioner provides claims information for recipientdeeniol a managed care or
countybased purchasing plan to the plan, on a regular basis; or

(2) federallyqualified-health-centeFQHCsand rural health clinics submit claims for recipients enrolled in a

managed care or counbased purchasing plan to the plan, @hdse claims are submitted by the plan to the
commissioner for payment to the clinic.

Effective for services provided on or after January 1, 2019, FQHCs and rural health clinics shall submit claims
directly to the commissioner for payment and the coniomss shall provide claims information for recipients
enrolled in a managed care plan or codviiged purchasing plan to the plan on a regular basis to be determined by
the commissioner.

£ (1) For clinic services provided prior to January 1, 2015, thrernissioner shall calculate and pay monthly the
proposed managed care supplemental payments to clinics, and clinics shall conduct a timely review of the payment
calculation data in order to finalize all supplemental payments in accordance with federd@ngwssues arising
from a clinic's review must be reported to the commissioner by January 1, @b final agreement between the
commissioner and a clinic on issues identified under this subdivision, and in accordance with United States Code,
title 42, section 1396a(bb), no supplemental payments for managed care plan orbamattypurchasing plan
claims for services provided prior to January 1, 2015, shall be made after June 30I|f26&Zommissioner and
clinics are unable to resolve issues emthis subdivision, the parties shall submit the dispute to the arbitration
process under section 14.57.

) (k) The commissioner shall seek a federal waiver, authorized under section 1115 of the Social Security Act, to
obtain federal financial particifian at the 100 percent federal matching percentage available to facilities of the
Indian Health Service or tribal organization in accordance with section 1905(b) of the Social Security Act for
expenditures made to organizations dually certified undee Mtlof the Indian Health Care Improvement Act,

Public Law 94437, and as &ederallyqualified-health-cent&QHC under paragraph (a) that provides services to

American Indian and Alaskan Native individuals eligible for services under this subdivision.

(1) Effective for services provided on or after January 1, 2019, all claims for payment of clinic services provided
by FQHCs and rural health clinics shall be paid by the commissioner according to the current prospective payment
system described in paragraffh or an alternative payment methodology with the following requirements:
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(1) each FQHC and rural health clinic must receive a single medical and a single dental organization rate;

(2) the commissioner shall reimburse FQHCs and rural health cliniedldarable costs, including direct patient
care costs and patierdglated support services, based upon Medicare cost principles that apply at the time the
alternative payment methodology is calculated;

(3) the 2019 payment rates for FQOHCs and rural heétitts:

(i) must be determined using each FOHC's and rural health clinic's Medicare cost reports from 2015 .and 2016
A provider must submit the required cost reports to the commissioner within six months of the second base year
calendar or fiscal yeand Cost reports must be submitted six months before the quarter in which the base rate will
take effect;

(i) must be according to current Medicare cost principles applicable to FOHCs and rural health clinics at the
time of the alternative payment ratalculation without the application of productivity screens and upper payment
limits or the Medicare prospective payment system FQHC aggregate mean upper payment limit; and

(i) must provide for a 6@lay appeals process;

(4) the commissioner shall iatle the base year payment rate for FQHCs and rural health clinics to the effective
date by using the Bureau of Economic Analysis's personal consumption expenditures medical care inflator;

(5) the commissioner shall establish a statewide trend inflatog 152020 costs replacing the use of the
personal consumption expenditures medical care inflator with the 2023 rate calculation forward;

(6) FQHC and rural health clinic payment rates shall be rebased by the commissioner every two years using the
methalology described in clause (3), using the provider's Medicare cost reports from the previous third and fourth
years In nonrebasing years, the commissioner shall adjust using the Medicare economic index until 2023 when the
statewide trend inflator is avable;

(7) the commissioner shall increase payments by two percent according to Laws 2003, First Special Session
chapter 14, article 13C, section 2, subdivisionThis is an adebn to the rate and must not be included in the base
rate calculation;

(8) for FQHCs and rural health clinics seeking a change of scope of services:

(i) the commissioner shall require FQHCs and rural health clinics to submit requests to the commissioner, if the
change of scope would result in the medical or dental paymenturaienily received by the FQHC or rural health
clinic increasing or decreasing by at leadt/2 percent;

(i) FQHCs and rural health clinics shall submit the request to the commissioner within seven business days of
submission of the scope change to #@efal Health Resources Services Administration;

(iii) the effective date of the payment change is the date the Health Resources Services Administration approves
the FQHC's or rural health clinic's change of scope request;

(iv) for change of scope requsghat do not require Health Resources Services Administration approval, FQHCs
and rural health clinics shall submit the request to the commissioner before implementing the change, and the
effective date of the change is the date the commissioner rettevwesjuest from the FQHC or rural health clinic; and
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(v) the commissioner shall provide a response to the FQHC's or rural health clinic's change of scope request
within 45 days of submission and provide a final decision regarding approval or disappitbi@l120 days of
submission If more information is needed to evaluate the request, this timeline may be waived by mutual
agreement of the commissioner and the FQHC or rural health clinic; and

(9) the commissioner shall establish a payment rate for F&@WC and rural health clinic organizations,
considering the following factors:

(i) a comparison of patient caseload of FQHCs and rural health clinics withimelés@adius for organizations
established outside the sewvemunty metropolitan area and hiih a 30mile radius for organizations within the
sevencounty metropolitan area; and

(ii) if a comparison is not feasible under item (i), the commissioner may use Medicare cost reports or audited
financial statements to establish the base rate.

Sec.22. Minnesota Statutes 2016, section 256B.0625, subdivision 45a, is amended to read:

Subd.45a Psychiatric residential treatment facility services for persons under 21 years of age(a)
Medical assistance covers psychiatric residential treatment fagdityices according to section 256B.094fbr
personssnderyounger thar?l1 years of agelndividuals who reach age 21 at the time they are receiving services are
eligible to continue receiving services until they no longer require services or untilethely age 22, whichever
occurs first.

(b) For purposes of this subdivision, "psychiatric residential treatment facility" means a facility other than a
hospital that provides psychiatric services, as described in Code of Federal Regulations, titt#n4g,4er151 to
441.182, to individuals under age 21 in an inpatient setting.

ensistent with

{&h) The commissioner shall enroll up to 150 certified psychiatric residential treatment facility services beds at up
to six sites The commissioner shall select psychiatric residential treatment facility services providers through a
request for propads processProviders of stateperated services may respond to the request for proposals.

Sec.23. Minnesota Statutes 2016, section 256B.0625, subdivision 60a, is amended to read:
Subd.60a Community medical responseemergency medical technician seices. (a) Medical assistance

covers services provided by a commumitgdical responsemergency medical technician (CEMT) who is certified
under section 144E.275, subdivision 7, when the services are provided in accordance with this subdivision.

(b) A CEMT may provide gposthospital-dischargaostdischargeisit, after discharge from a hospital or skilled
nursing facility,when ordered by a treating physiciarhe poestheospital-dischargeostdischargeisit includes:

(1) verbal or visual reminders ofsg¢harge orders;

(2) recording and reporting of vital signs to the patient's primary care provider;
(3) medication access confirmation;

(4) food access confirmation; and

(5) identification of home hazards.
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(c) An individual who has repeat ambulargadls due to fallshas-been-discharged-from-a-nursing-haondas

been identified by the individual's primary care provider as at risk for nursing home placement, may receive a safety
evaluation visit from a CEMT when ordered by a primary care provideiccordance with the individual's care
plan A safety evaluation visit includes:

(1) medication access confirmation;

(2) food access confirmation; and

(3) identification of home hazards.

(d) A CEMT shall be paid at $9.75 per-tBnute increment A safety evaluation visit may not be billed for the
same day as pesthespital-dischargeostdischargeisit for the same individual.

Sec.24. Minnesota Statutes 2016, section 256B.0625, subdivision 64, is amended to read:

Subd.64. Investigational drugs, biological products, and devices Medical assistance and the early periodic
screening, diagnosis, and treatment (EPSDT) program do not cover costs incidental to, associated with, or resulting
from the use of investigational drugs, biological productsgerices as defined in section 151.3#xcept that
stiripentol may be covered by the EPSDT program, only if all of the following conditions are met:

(1) the use of stiripentol is determined to be medically necessary;

(2) stiripentol is covered only faligible enrollees with a documented diagnosis of Dravet syndrome, regardless
of whether an SCN1A genetic mutation is found, or children with Malignant Migrating Partial Epilepsy in Infancy
due to an SCN2A genetic mutation;

(3) all other available covedeprescription medications that are medically necessary for the patient have been
tried without successful outcomes; and

(4) the United States Food and Drug Administration has approved the treating physician's individual patient
investigational new drugpglication (IND) for the use of stiripentol for treatment.

This provision related to coverage of stiripentol does not apply to MinnesotaCare coverage under chapter 256L.

Sec.25. Minnesota Statutes 2016, section 256B.0644, is amended to read:
256B.0644REIMBURSEMENT UNDER OTHER STATE HEALTH CARE PROGRAMS.

(& A vendor of medical care, as defined in section 256B.02, subdivision 7, and a health maintenance
organization, as defined in chapter 62D, must participate as a provider or contractor in the assthtance
program and MinnesotaCare as a condition of participating as a provider in health insurance plans and programs or
contractor for state employees established under section 43A.18, the public employees insurance program under
section 43A.316, fohealth insurance plans offered to local statutory or home rule charter city, county, and school
district employees, the workers' compensation system under section 176.135, and insurance plans provided through
the Minnesota Comprehensive Health Associatinder sections 62E.01 to 62E.18he limitations on insurance
plans offered to local government employees shall not be applicable in geographic areas where provider
participation is limited by managed care contracts with the Department of Human SeiMitesection does not
apply to dental service providers providing dental services outside the s@mwety metropolitan area.
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(b) For providers other than health maintenance organizations, participation in the medical assistance program
means that:

(1) the provider accepts new medical assistance and MinnesotaCare patients;

(2) for providers other than dental service providers, at least 20 percent of the provider's patients are covered by
medical assistance and MinnesotaCare as their primary sourceeoége; or

(3) for dental service providensroviding dental services in the sewspunty metropolitan areaat least ten
percent of the provider's patients are covered by medical assistance and MinnesotaCare as their primary source of
coverage, or therpvider accepts new medical assistance and MinnesotaCare patients who are children with special
health care needs. For purposes of this section, "children with special health care needs" means children up to age 18
who: (i) require health and relatesrvices beyond that required by children generally; and (ii) have or are at risk
for a chronic physical, developmental, behavioral, or emotional condition, includiteeding and coagulation
disorders; immunodeficiency disorders; cancer; endocrinopdéwelopmental disabilities; epilepsy, cerebral palsy,
and other neurological diseases; visual impairment or deafness; Down syndrome and other genetic disorders; autism;
fetal alcohol syndrome; and other conditions designated by the commissioner aftdtationswith representatives
of pediatric dental providers and consumers.

(c) Patients seen on a volunteer basis by the provider at a location other than the provider's usual place of
practice may be considered in meeting the participation requiremethisirsection The commissioner shall
establish participation requirements for health maintenance organizafiblescommissioner shall provide lists of
participating medical assistance providers on a quarterly basis to the commissioner of managemetgedanthe
commissioner of labor and industry, and the commissioner of commEgamh of the commissioners shall develop
and implement procedures to exclude as participating providers in the program or programs under their jurisdiction
those providers two do not participate in the medical assistance progrihe commissioner of management and
budget shall implement this section through contracts with participating health and dental carriers.

(d) A volunteer dentist who has signed a volunteer agreeumeier section 256B.0625, subdivision 9a, shall not
be considered to be participating in medical assistance or MinnesotaCare for the purpose of this section.

EFFECTIVE DATE . This section is effective upon receipt of any necessary federal waiver or dppfina
commissioner of human services shall notify the revisor of statutes if a federal waiver or approval is sought and, if
sought, when a federal waiver or approval is obtained.

Sec.26. Minnesota Statutes 2016, section 256B.0755, is amended to read:

256B.0755 HEALTH—CARE—DELIVERYSYSTEMS- INTEGRATED HEALTH PARTNERSHIP
DEMONSTRATION PROJECT.

Subdivision 1 Implementation. (a) The commissioner shall develop and authorize a demonstration project to
test alternative and innovativeealth-care-delivergystemsintegrated health partnershjgaecluding accountable
care organizations that provide services to a specified patient population for anggyeddtal cost of care or
risk/gain sharing payment arrangememhe commissioner shall develop a resfuler proposals for participation in
the demonstration project in consultation with hospitals, primary care providers, health plans, and other key
stakeholders.
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(b) In developing the request for proposals, the commissioner shall:

(1) establish uniform atewide methods of forecasting utilization and cost of care for the appropriate Minnesota

public program populations, to be used by the commissionghéchealth-care-delivery-systdntegrated health
partnershigprojects;

(2) identify key indicators ofjuality, access, patient satisfaction, and other performance indicators that will be
measured, in addition to indicators for measuring cost savings;

(3) allow maximum flexibility to encourage innovation and variation so that a variety of provider catlahe
are able to becomieealth-care-delivery-systemsegrated health partnerships and they can be customized for the
special needs and barriers of patient populations experiencing health disparities due to social, economic, racial, or
ethnic factors

(4) encourage and authorize different levels and types of financial risk;

(5) encourage and authorize projects representing a wide variety of geographic locations, patient populations,
provider relationships, and care coordination models;

(6) encourage projects that involve close partnerships betwedredhib-care-delivery-systeimtegrated health
partnershipsand counties and nonprofit agencies that provide services to patients enrolled wigslthecare

delivery—system integrated hdéh partnerships including social services, public edlth, mental health,
communitybased services, and continuing care;

(7) encourage projects established by community hospitals, clinics, and other providers in rural communities;

(8) identify requireccovered services for a total cost of care model or services considered in whole or partially in
an analysis of utilization for a risk/gain sharing model;

(9) establish a mechanism to monitor enrollment;

(10) establish quality standards for tHelivery-ssstemintegrated health partnershgEemonstrationghat are
appropriate for the particular patient population to be selved

(11) encourage participation of privately insured population so as to create sufficient aligngesnbistration
systemgntegrated health partnerships

(c) To be eligible to participate in the demonstration progdiealth-care-delivery-systean integrated health
partnershipmust:

(1) provide required covered services and care coordination to recipients enrolledhegltihecare-delivery
systemintegrated health partnership

(2) establish a process to monitor enroliment and ensure the quality of care provided;

(3) in cooperation with counties and community social service agencies, coordinate the delivery ofahealth c
services with existing social services programs;

(4) provide a system for advocacy and consumer protection; and
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(5) adopt innovative and cesffective methods of care delivery and coordination, which may include the use of
allied health professionaltelemedicine, patient educators, care coordinators, and community health workers.

(d) A-health—care—delivery—systerAn integrated health partnershigiemonstration may be formed by the

following groups of providers of services and suppliers if they leatablished a mechanism for shared governance:

(1) professionals in group practice arrangements;

(2) networks of individual practices of professionals;

(3) partnerships or joint venture arrangements between hospitals and health care professionals;

(4) hospitals employing professionals; and

(5) other groups of providers of services and suppliers as the commissioner determines appropriate.

A managed care plan or cousigsed purchasing plan may participate in this demonstration in collaboration
with oneor more of the entities listed in clauses (1) to (5).

A-health-care-delivery-systemin integrated health partnershipay contract with a managed care plan or a
countybased purchasing plan to provide administrative services, including the administfadigyment system

using the payment methods established by the commissioner for health care delivery systems.

(e) The commissioner may requiaehealth-care-delivery-systeam integrated health partnership enter into
additional thirdparty contractuarelationships for the assessment of risk and purchase of stop loss insurance or

another form of insurance risk management related to the delivery of care described in paragraph (c).

Subd.2. Enroliment. (a) Individuals eligible for medical assistance or MinnesotaCare shall be eligible for

enrollment ina-health-care-delivery-systan integrated health partnership

(b) Eligible applicants and recipients may enrolaihealth-care-delivery-systean intgrated health partnership
if a—systeman integrated health partnerstiprves the county in which the applicant or recipient resitfesiore

than onehealth-care-delivery-systeimegrated health partnershéprves a county, the applicant or recipieraishe
allowed to choose among tHelivery-systemtegrated health partnerships

(c) The commissioner may assign an applicant or recipieatidealth-care-delivery-systean integrated health

partnershipif a—health-care-delivery-systeam integratechealth partnershifis available and no choice has been
made by the applicant or recipient.

Subd.3. Accountability. (a) Health—care—delivery—systemstegrated health partnershipaust accept
responsibility for the quality of care based on standar@bkstied under subdivision 1, paragraph (b), clause (10),

and the cost of care or utilization of services provided to its enrollees under subdivision 1, paragraph (b), .clause (1)
Accountability standards must be appropriate to the particular populetiogds

(b) A-health-care-delivery-systefin integrated health partnershipay contract and coordinate with providers
and clinics for the delivery of services and shall contract with community health clinics, federally qualified health

centers, community ental health centers or programs, county agencies, and rural clinics to the extent practicable.

(c) A-health-care-delivery-systesin integrated health partnershipust indicate how it will coordinate with

other services affecting its patients' health,lip®f care, and cost of care that are provided by other providers,
county agencies, and other organizations in the local service Hnedealth-care-delivery-systeimtegrated health
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partnershipmust indicate how it will engage other providers, casjtiand organizations, including coutigsed
purchasing plans, that provide services to patients di¢b#h-care-delivery-systeimegrated health partnership
issues related to local population health, including applicable local needs, prionidegylalic health goalsThe
health-care-delivery-systeimtegrated health partnershipust describe how local providers, counties, organizations,
including countybased purchasing plans, and other relevant purchasers were consulted in developing#teappli
to participate in the demonstration project.

Subd.4. Payment system (a) In developing a payment system fealth-care-delivery-systenistegrated
health partnershipshe commissioner shall establish a total cost of care benchmark or a risk/gain sharing payment

model to be paid for services provided to the recipients enrolladhaalth-care-delivery-systean integrated health
partnership

(b) The payment system manclude incentive payments teealth—care—delivery-systenistegrated health
partnershipshat meet or exceed annual quality and performance targets realized through the coordination of care.

(c) An amount equal to the savings realized to the generdlda a result of the demonstration project shall be
transferred each fiscal year to the health care access fund.

(d) The payment system shall include a populatiased payment that supports care coordination services for all
enrollees served by the imgigated health partnerships, and is +#sljusted to reflect varying levels of care
coordination intensiveness for enrollees with chronic conditions or limited English skills, or who are homeless or
experience health disparities or other barriers to health The populatiorbased payment shall be a yeember
permonth payment paid at least on a quarterly babisegrated health partnerships receiving this payment must
continue to meet cost and quality metrics under the program to maintain eligfbilithhe populatiorbased
payment An integrated health partnership is eligible to receive a payment under this paragraph even if the
partnership is not participating in a ribksed or gaisharing payment model and regardless of the size of the
patient ppulation served by the integrated health partnershiyy integrated health partnership participant certified
as a health care home under section 256B.0751 that agrees to a payment method that includes-pagedation
payments for care coordination i®tneligible to receive health care home payment or care coordination fee
authorized under section 62U.23 or 256B.0753, subdivision 1, -oeath care coordination under section
256B.0625, subdivision 56, for any medical assistance or MinnesotaCare risciggolled or attributed to the
integrated health partnership under this demonstration.

Subd.5. Outpatient prescription drug coverage Outpatient prescription drug coverage may be provided
through accountable care organizations only if the delirerthod qualifies for federal prescription drug rebates.

Subd.6. Federal approval The commissioner shall apply for any federal waivers or other federal approval
required to implement this sectiorThe commissioner shall also apply for any applicalbéngor demonstration
under the Patient Protection and Affordable Health Care Act, Public Lav48,lor the Health Care and Education
Reconciliation Act of 2010, Public Law 141562, that would further the purposes of or assist in the establishment of
acmountable care organizations.

Subd.7. Expansion The commissioner shall expand the demonstration project to include additional medical
assistance and MinnesotaCare enrollees, and shall seek participation of Medicare in demonstratian Finejects
commsisioner shall seek to include participation of privately insured persons and Medicare recipients in the health
care delivery demonstratiorAs part of the demonstration expansion, the commissioner may procure the services of
the health care delivery systs authorized under this section by geographic area, to supplement or replace the
services provided by managed care plans operating under section 256B.69.
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Sec.27. [256B.0759] HEALTH CARE DELIVERY SYSTEMS DEMONSTRATION PROJECT.

Subdivision 1 Implementation. (a) The commissioner shall develop and implement a demonstration project to
test alternative and innovative health care delivery system payment and care models that provide services to medical
assistance and MinnesotaCare enrollees for an agpmmed prospective per capita or total cost of care payment
The commissioner shall implement this demonstration project in coordination with, and as an expansion of, the
demonstration project authorized under section 256B.0755.

(b) In developing the demomation project, the commissioner shall:

(1) establish uniform statewide methods of forecasting utilization and cost of care for the medical assistance and
MinnesotaCare populations to be served under the health care delivery system project;

(2) identify key indicators of guality, access, and patient satisfaction, and identify methods to measure cost
savings;

(3) allow maximum flexibility to encourage innovation and variation so that a variety of provider collaborations
are able to participate as healdre delivery systems, and health care delivery systems can be customized to address
the special needs and barriers of patient populations;

(4) authorize patrticipation by health care delivery systems representing a variety of geographic locations, patient
populations, provider relationships, and care coordination models;

(5) recognize the close partnerships between health care delivery systems and the counties and nonprofit
agencies that also provide services to patients enrolled in the health careydsistem, including social services,
public health, mental health, communiigsed services, and continuing care;

(6) identify services to be included under a prospective per capita payment model, and project utilization and
cost of these services undetotal cost of care risk/gain sharing model;

(7) establish a mechanism to monitor enroliment and attribute enrollees to a specific health care delivery system; and

(8) establish quality standards for delivery systems that are appropriate for the gt populations
served.

Subd.2. Requirements for health care delivery systems(a) To be eligible to participate in the demonstration
project, a health care delivery system must:

(1) provide required services and care coordination to indivicunatslled in the health care delivery system:;

(2) establish a process to monitor enrollment and ensure the quality of care provided;

(3) in cooperation with counties and community social service agencies, coordinate the delivery of health care
services wih existing social services programs;

(4) provide a system for advocacy and consumer protection; and

(5) adopt innovative and cesffective methods of care delivery and coordination, which may include the use of
allied health professionals, telemediciaad patient educators, care coordinators, community paramedics, and
community health workers.
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(b) A health care delivery system may be formed by the following types of health care providers, if they have
established, as applicable, a mechanism for slgreernance:

(1) health care providers in group practice arrangements;

(2) networks of health care providers in individual practice;

(3) partnerships or joint venture arrangements between hospitals and health care providers;

(4) hospitals employing oromtracting with the necessary range of health care providers; and

(5) other entities, as the commissioner determines appropriate.

(c) A health care delivery system must contract with a {bindy administrator to provide administrative
services, includig the administration of the payment system established under the demonstration prbiect
third-party administrator must conduct an assessment of risk, and must purchdsesstogurance or another form
of insurance risk management related to thévelsy of care  The commissioner may waive the requirement for
contracting with a thirgparty administrator if the health care delivery system can demonstrate to the commissioner
that it can satisfactorily perform all of the duties assigned to the phitg administrator.

Subd.3. Enroliment. (a) Individuals eligible for medical assistance or MinnesotaCare shall be eligible for
enrollment in a health care delivery systeimdividuals required to enroll in the prepaid medical assistance program
or prepaid MinnesotaCare may opt out of receiving care from a managed care orlmmsedypurchasing plan, and
elect to receive care through a health care delivery system established under this section.

(b) Eligible applicants and recipients may enroll inealth care delivery system if the system serves the county
in_which the applicant or recipient resideff more than one health care delivery system serves a county, the
applicant or recipient may choose among the delivery systems.

(c) The commissioneshall assign an applicant or recipient to a health care delivery system if:

(1) the applicant or recipient is currently or has recently been attributed to the health care delivery system as part
of an integrated health partnership under section 256B;@F55

(2) no choice has been made by the applicant or recipibmthis case, the commissioner shall assign an
applicant or recipient based on geographic criteria or based on the health care providers from whom the applicant or
recipient has received pricare.

Subd.4. Accountability. (a) Health care delivery systems are responsible for the quality of care based on
standards established by the commissioner, and for enrollee cost of care and utilization of. seftiees
commissioner shall adjustccountability standards including the quality, cost, and utilization of care to take into
account the social, economic, racial, or ethnic barriers experienced by the health care delivery system's patient

population.

(b) A health care delivery system mgsintract with community health clinics, federally qualified health centers,
community mental health centers or programs, county agencies, and rural health clinics to the extent practicable.

(c) A health care delivery system must indicate to the commissibow it will coordinate its services with
those delivered by other providers, county agencies, and other organizations in the local servithelszalth
care delivery system must indicate how it will engage other providers, counties, and omasittadi provide
services to patients of the health care delivery system on issues related to local population health, including
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applicable local needs, priorities, and public health go@l®e health care delivery system must describe how local
providers counties, and organizations were consulted in developing the application submitted to the commissioner
requiring participation in the demonstration project.

Subd.5. Payment system The commissioner shall develop a payment system for the health elarend
system project that includes prospective per capita payments, total cost of care benchmarks, and risk/gain sharing
payment options The payment system may include incentive payments to health care delivery systems that meet or
exceed annual quajitand performance targets through the coordination of care.

Subd.6. Federal waiver or approval The commissioner shall seek all federal waivers or approval necessary
to implement the health care delivery system demonstration proiéet commissioneshall notify the chairs and
ranking minority members of the legislative committees with jurisdiction over health and human services policy and
finance of any federal action related to the request for waivers and approval.

EFFECTIVE DATE . This section iffective January 1, 2018, or upon receipt of federal waivers or approval,
whichever is later The commissioner of human services shall notify the revisor of statutes when federal approval is
obtained.

Sec.28. [256B.0941] PSYCHIATRIC RESIDENTIAL TREATM ENT FACILITY FOR PERSONS
YOUNGER THAN 21 YEARS OF AGE.

Subdivision 1 Eligibility . (a) An individual who is eligible for mental health treatment services in a psychiatric
residential treatment facility must meet all of the following criteria:

(1) before admission, services are determined to be medically necessary by the state's medical review agent
according to Code of Federal Reqgulations, title 42, section 441.152;

(2) is younger than 21 years of age at the time of admisss@nvices may contire until the individual meets
criteria for discharge or reaches 22 years of age, whichever occurs first;

(3) has a mental health diagnosis as defined in the most recent edition of the Diagnostic and Statistical Manual
for Mental Disorders, as well as dlial evidence of severe aggression, or a finding that the individual is a risk to
self or others;

(4) has functional impairment and a history of difficulty in functioning safely and successfully in the community,
school, home, or job; an inability to adedely care for one's physical needs; or caregivers, guardians, or family
members are unable to safely fulfill the individual's needs;

(5) requires psychiatric residential treatment under the direction of a physician to improve the individual's
conditionor prevent further regression so that services will no longer be needed;

(6) utilized and exhausted other commusiihsed mental health services, or clinical evidence indicates that such
services cannot provide the level of care needed; and

(7) was refered for treatment in_a psychiatric residential treatment facility by a qualified mental health
professional licensed as defined in section 245.4871, subdivision 27, clauses (1) to (6).

(b) A mental health professional making a referral shall submit datiatien to the state's medical review
agent containing all information necessary to determine medical necessity, including a standard diagnostic
assessment completed within 180 days of the individual's admis&ocumentation shall include evidence of
family participation in the individual's treatment planning and signed consent for services.
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Subd.2. Services Psychiatric residential treatment facility service providers must offer and have the capacity
to provide the following services:

(1) development of the individual plan of care, review of the individual plan of care every 30 days, and discharge
planning by required members of the treatment team according to Code of Federal Regulations, title 42, sections
441.155 to 441.156;

(2) any serices provided by a psychiatrist or physician for development of an individual plan of care,
conducting a review of the individual plan of care every 30 days, and discharge planning by required members of
the treatment team according to Code of Federal IR&gus, title 42, sections 441.155 to 441.156;

(3) active treatment seven days per week that may include individual, family, or group therapy as determined by
the individual care plan;

(4) individual therapy, provided a minimum of twice per week;

(5) family engagement activities, provided a minimum of once per week;

(6) consultation with other professionals, including case managers, primary care professionals, cobapeahity
mental health providers, school staff, or other support planners;

(7) coordnation of educational services between local and resident school districts and the facility;

(8) 24hour nursing; and

(9) direct care and supervision, supportive services for daily living and safety, and positive behavior
management.

Subd.3. Per diem rate. (a) The commissioner shall establish a statewide per diem rate for psychiatric
residential treatment facility services for individuals 21 years of age or youiidper rate for a provider must not
exceed the rate charged by that provider for timesservice to other payerPayment must not be made to more
than one entity for each individual for services provided under this section on a givehlgagommissioner shall
set rates prospectively for the annual rate peribbde commissioner shalequire providers to submit annual cost
reports on a uniform cost reporting form and shall use submitted cost reports to inform-HedtiradeprocessThe
cost reporting shall be done according to federal requirements for Medicare cost reports.

(b) Thefollowing are included in the rate:

(1) costs necessary for licensure and accreditation, meeting all staffing standards for participation, meeting all
service standards for participation, meeting all requirements for active treatment, maintaining needics,
conducting utilization review, meeting inspection of care, and discharge planriegdirect services costs must be
determined using the actual cost of salaries, benefits, payroll taxes, and trainingobfsdrvices staff and
servicerelatedtransportation; and

(2) payment for room and board provided by facilities meeting all accreditation and licensing requirements for
participation.

(c) A facility may submit a claim for payment outside of the per diem for professional services arrarmged by
provided at the facility by an appropriately licensed professional who is enrolled as a provider with Minnesota health
care_programs Arranged services must be billed by the facility on a separate claim, and the facility shall be
responsible for payant to the provider These services must be included in the individual plan of care and are
subject to prior authorization by the state's medical review agent.
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(d) Medicaid shall reimburse for concurrent services as approved by the commissioner to ity of
care and successful discharge from the facilitf@oncurrent services" means services provided by another entity or
provider while the individual is admitted to a psychiatric residential treatment faci#igyment for concurrent
servicesmay be limited and these services are subject to prior authorization by the state's medical review agent
Concurrent _services may include targeted case management, assertive community treatment, clinical care
consultation, team consultation, and treatnmdanning.

(e) Payment rates under this subdivision shall not include the costs of providing the following services:

(1) educational services;

(2) acute medical care or specialty services for other medical conditions;

(3) dental services; and

(4) pharmacy drug costs.

(f)_For purposes of this section, "actual cost" means costs that are allowable, allocable, reasonable, and
consistent with federal reimbursement requirements in Code of Federal Reqgulations, title 48, chapter 1, part 31,
relating to fa-profit entities, and the Office of Management and Budget Circular NumbE22A relating to

nonprofit entities.

Subd.4. Leave days (a) Medical assistance covers therapeutic and hospital leave days, provided the recipient
was not discharged from thesychiatric residential treatment facility and is expected to return to the psychiatric
residential treatment facilityA reserved bed must be held for a recipient on hospital leave or therapeutic leave.

(b) A therapeutic leave day to home shall be useg@repare for discharge and reintegration and shall be
included in the individual plan of carelhe state shall reimburse 75 percent of the per diem rate for a reserve bed
day while the recipient is on therapeutic leavke therapeutic leave visit may hexceed three days without prior
authorization.

(c) A hospital leave day shall be a day for which a recipient has been admitted to a hospital for medical or acute
psychiatric care and is temporarily absent from the psychiatric residential treatmeity. fadihe state shall
reimburse 50 percent of the per diem rate for a reserve bed day while the recipient is receiving medical or
psychiatric care in a hospital.

EFFECTIVE DATE . This section is effective the day following final enactment.

Sec.29. Minnesota Statutes 2016, section 256B.0943, subdivision 13, is amended to read:

Subd.13. Exception to excluded services Notwithstanding subdivision 12, up to 15 hours of children's
therapeutic services and supports provided within {msmth perlod to &hild with severe emotional disturbance
who is residing in a hospitak : )
residential treatment facility licensed under Mlnnesota Rules parts 2960 0580 to 29601 @Qghlat ic
residential treatment facility under section 256B.0625, subdivision 45eegional treatment center; or other
institutional group setting or who is participating in a program of partial hospitalization are eligible for medical
assistance payment if parttbe discharge plan.
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Sec.30. Minnesota Statutes 2016, section 256B.0945, subdivision 2, is amended to read:

Subd.2. Covered services All services must be included in a child's individualized treatment or multiagency
plan of care as defined in chapgs.

For facilities that are not institutions for mental diseases according to federal statute and regulation, medical
assistance covers mental heaktated services that are required to be provided by a residential facility under
section 245.4882 anddministrative rules promulgated thereunder, except for room and.bdad residential
facilities determined by the federal Centers for Medicare and Medicaid Services to be an institution for mental
diseases, medical assistance covers medically necassatgl health services provided by the facility according to
section 256B.055, subdivision 13, except for room and board.

Sec.31. Minnesota Statutes 2016, section 256B.0945, subdivision 4, is amended to read:

Subd.4. Payment rates (a) Notwithstanding sections 256B.19 and 256B.041, payments to counties for
residential services provideohder this sectioby a residential facility shall

(1) for services provided by a residential facility that is not an institution for mental diseagebe made of
federal earnings for services providedderthis—sectignand the nonfederal share of costs for services provided
under this section shall be paid by the county from sources other than federal funds or funds used to match other
federalfunds Payment to counties for services provided according to this section shall be a proportion of the per
day contract rate that relates to rehabilitative mental health services and shall not include payment for costs or
services that are billed to ti¢-E program as room and boardnd

(2) for services provided by a residential facility that is determined to be an institution for mental diseases, be
equivalent to the federal share of the payment that would have been made if the residentialvEeilitpt an
institution for mental diseased he portion of the payment representing what would be the nonfederal shares shall
be paid by the countyPayment to counties for services provided according to this section shall be a proportion of
the per dayontract rate that relates to rehabilitative mental health services and shall not include payment for costs
or services that are billed to the-B/program as room and board.

(b) Per diem rates paid to providers under this section by prepaid planbestiadi proportion of the pelay
contract rate that relates to rehabilitative mental health services and shall not include payment for group foster care
costs or services that are billed to the county of financial responsib8igyvices provided in faiies located in
bordering states are eligible for reimbursement on ddieservice basis only as described in paragraph (a) and are
not covered under prepaid health plans.

(c) Payment for mental health rehabilitative services provided under thisrségtior under contract with an
American Indian tribe or tribal organization or by agencies operated by or under contract with an American Indian
tribe or tribal organization must be made according to section 256B.0625, subdivision 34, or other relexaht fe
approved ratesetting methodology.

(d) The commissioner shall set aside a portion not to exceed five percent of the federal funds earned for county
expenditures under this section to cover the state costs of administering this. sdajomnexp@ded funds from
the setaside shall be distributed to the counties in proportion to their earnings under this section.

Sec.32. Minnesota Statutes 2016, section 256B.15, subdivision 1, is amended to read:

Subdivision 1 Policy and applicability. (a) It is the policy of this state that individuals or couples, either or
both of whom participate in the medical assistance program, use their own assets to pay their share of the cost of
their care during or after their enrollment in the program accordirappticable federal law and the laws of this
state The following provisions apply:
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(1) subdivisions 1c to 1k shall not apply to claims arising under this section which are presented under section
525.313;

(2) the provisions of subdivisions 1c to 1k exgiag the interests included in an estate for purposes of recovery
under this section give effect to the provisions of United States Code, title 42, section 1396p, governing recoveries,
but do not give rise to any express or implied liens in favor of amgr gtarties not named in these provisions;

(3) the continuation of a recipient's life estate or joint tenancy interest in real property after the recipient's death
for the purpose of recovering medical assistance under this section modifies commomdipleprholding that
these interests terminate on the death of the holder;

(4) all laws, rules, and regulations governing or involved with a recovery of medical assistance shall be liberally
construed to accomplish their intended purposes;

(5) a deceaseckcipient's life estate and joint tenancy interests continued under this section shall be owned by the
remainderpersons or surviving joint tenants as their interests may appear on the date of the recipienthejeath
shall not be merged into the remdér interest or the interests of the surviving joint tenants by reason of ownership
They shall be subject to the provisions of this sectidny conveyance, transfer, sale, assignment, or encumbrance
by a remainderperson, a surviving joint tenantheirtheirs, successors, and assigns shall be deemed to include all
of their interest in the deceased recipient's life estate or joint tenancy interest continued under this section; and

(6) the provisions of subdivisions 1c to 1k continuing a recipieoirs fenancy interests in real property after
the recipient's death do not apply to a homestead owned of record, on the date the recipient dies, by the recipient and
the recipient's spouse as joint tenants with a right of survivorstipnestead means tineal property occupied by
the surviving joint tenant spouse as their sole residence on the date the recipient dies and classified and taxed to the
recipient and surviving joint tenant spouse as homestead property for property tax purposes in theyealemdar
which the recipient diesFor purposes of this exemption, real property the recipient and their surviving joint tenant
spouse purchase solely with the proceeds from the sale of their prior homestead, own of record as joint tenants, and
qualify ashomestead property under section 273.124 in the calendar year in which the recipient dies and prior to the
recipient's death shall be deemed to be real property classified and taxed to the recipient and their surviving joint
tenant spouse as homestead propin the calendar year in which the recipient di€he surviving spouse, or any
person with personal knowledge of the facts, may provide an affidavit describing the homestead property affected by
this clause and stating facts showing compliance Wwithdlause The affidavit shall be prima facie evidence of the
facts it states.

(b) For purposes of this section, "medical assistance" includes the medical assistance program under this chapter,
the general assistance medical care program formerly eddifnder chapter 256D, and alternative care for
nonmedical assistance recipients under section 256B.0913.

(c) For purposes of this sectiobegirning—January-1,-2010medical assistancetfoes not include Medicare
costsharing benefits in accordance withited States Code, title 42, section 1396p.

(d) All provisions in this subdivision, and subdivisions 1d, 1f, 1g, 1h, 1i, and 1j, related to the continuation of a
recipient's life estate or joint tenancy interests in real property after the recipieats fde the purpose of
recovering medical assistance, are effective only for life estates and joint tenancy interests established on or after
August 1, 2003 For purposes of this paragraph, medical assistance does not include alternative care.

EFFECTIVE DATE. This section is effective the day following final enactment and applies retroactively to
estate claims pending on or after July 1, 2016, and to the estates of people who died on or after July 1, 2016.
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Sec.33. Minnesota Statutes 2016, sect@B6B.15, subdivision 1a, is amended to read:

Subd.la Estates subject to claims (a) If a person receives medical assistance hereunder, on the person's
death, if single, or on the death of the survivor of a married couple, either or both of whonedeteitical
assistance, or as otherwise provided for in this section, the amount paid for medical assistance as limited under
subdivision 2 for the person and spouse shall be filed as a claim against the estate of the person or the estate of the
surviving gouse in the court having jurisdiction to probate the estate or to issue a decree of descent according to
sections 525.31 to 525.313.

(b) For the purposes of this section, the person's estate must consist of:
(1) the person's probate estate;

(2) all ofthe person's interests or proceeds of those interests in real property the person owned as a life tenant or
as a joint tenant with a right of survivorship at the time of the person's death;

(3) all of the person's interests or proceeds of those inténesésurities the person owned in beneficiary form
as provided under sections 528®1 to 524.6311 at the time of the person's death, to the extent the interests or
proceeds of those interests become part of the probate estate under secti@0524.6

(4) all of the person's interests in joint accounts, muHlgaldy accounts, and pan-death accounts, brokerage
accounts, investment accounts, or the proceeds of those accounts, as provided under sectRdis ©2828.6214
at the time of the persardeath to the extent the interests become part of the probate estate under sec@iy 524

(5) assets conveyed to a survivor, heir, or assign of the person through survivorship, living trust, or other
arrangements.

(c) For the purpose of thisection and recovery in a surviving spouse's estate for medical assistance paid for a
predeceased spouse, the estate must consist of all of the legal title and interests the deceased individual's
predeceased spouse had in jointly owned or marital properthe time of the spouse's death, as defined in
subdivision 2b, and the proceeds of those interests, that passed to the deceased individual or another individual, a
survivor, an heir, or an assign of the predeceased spouse through a joint tenancy,iniec@mayon, survivorship,
life estate, living trust, or other arrangemewt deceased recipient who, at death, owned the property jointly with
the surviving spouse shall have an interest in the entire property.

(d) For the purpose of recovery in a singkrson's estate or the estate of a survivor of a married couple, "other
arrangement" includes any other means by which title to all or any part of the jointly owned or marital property or
interest passed from the predeceased spouse to another includingt Bimited to, transfers between spouses
which are permitted, prohibited, or penalized for purposes of medical assistance.

(e) A claim shall be filed if medical assistance was rendered for either or both persons under one of the
following circumstance:

gary 1, 2014;

) (1) the person resided in a medical institution for six months or longer, received services under this chapter,
and, at the time of institionalization or application for medical assistance, whichever is later, the person could not
have reasonably been expected to be discharged and returned home, as certified in writing by the person's treating
physician For purposes of this section only,"medical institution" means a skilled nursing facility, intermediate
care facility, intermediate care facility for persons with developmental disabilities, nursing facility, or inpatient
hospital;
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£3) (2) the person received general assistance medioalseavices under the program formerly codified under
chapter 256D; or

{4 (3) the person was 55 years of age or older and received medical assistance sereicafierJanuary-1,
2014, that consisted of nursing facility services, home and commbeaiigd services, or related hospital and
prescription drug benefits.

() The claim shall be considered an expense of the last illness of the decadém purpose of section
524.3805 Notwithstanding any law or rule to the contrary, a state or courlycygwith a claim under this section
must be a creditor under section 5280. Any statute of limitations that purports to limit any county agency or
the state agency, or both, to recover for medical assistance granted hereunder shall not appliaitn amgde
hereunder for reimbursement for any medical assistance granted hereNotee of the claim shall be given to all
heirs and devisees of the decedent, and to other persons with an ownership interest in the real property owned by the
decedent ahe time of the decedent's death, whose identity can be ascertained with reasonable. diligencgice
must include procedures and instructions for making an application for a hardship waiver under subdivision 5; time
frames for submitting an applidah and determination; and information regarding appeal rights and procedures
Counties are entitled to otfelf of the nonfederal share of medical assistance collections from estates that are
directly attributable to county effort Counties are entitletb ten percent of the collections for alternative care
directly attributable to county effort.

EFFECTIVE DATE . This section is effective the day following final enactment and applies retroactively to
estate claims pending on or after July 1, 2016, taride estates of people who died on or after July 1, 2016.

Sec.34. Minnesota Statutes 2016, section 256B.15, subdivision 2, is amended to read:

Subd.2. Limitations on claims.

{b)Forservicesrendered-on-orafter January-1-4@1Fhe claim shall include only:

(1) the amount of medical assistance rendered to recipients 55 years of age ardtldatr consisted of nursing
facility services, home and communitased services, and related hospital and prescription drug seardes;

(2) the total amount of medical assistance rendered during a period of institutionalization described in
subdivisionla, paragraph (e), clauéd- (1); and

(3) the total amount of general assistance medical care rendered under the program formerly codified under
chapter 256D.

The claim shall not include interegfor the purposes of this section, "home and commuased services" has the
same meaning it has when used in United States Code, title 42, section 1396p(b)(1)(B)(i), and includes the
alternative care program under section 256B.08¥8n for periods when alternative care services receive only state

funding

{e) (b) Claims that have been allowed but not paid shall bear interest according to sectieB062pa&agraph jd
A claim against the estate of a surviving spouse who did not receive medical assistance, for medical assistance
rendered for the predeased spouse, shall be payable from the full value of all of the predeceased spouse's assets
and interests which are part of the surviving spouse's estate under subdivisions la &etdkery of medical
assistance expenses in the nonrecipient survspogise's estate is limited to the value of the assets of the estate that
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were marital property or jointly owned property at any time during the marrilge claim is not payable from the

value of assets or proceeds of assets in the estate attributabpeetdeceased spouse whom the individual married

after the death of the predeceased recipient spouse for whom the claim is filed or from assets and the proceeds of
assets in the estate which the nonrecipient decedent spouse acquired with assets whizhmaarel property or

jointly owned property after the death of the predeceased recipient spBlasms for alternative care shall be net

of all premiums paid under section 256B.0913, subdivision 12, on or after July 1, 2003, and shall be limited to
services provided on or after July 1, 200&laims against marital property shall be limited to claims against
recipients who died on or after July 1, 2009.

EFFECTIVE DATE . This section is effective the day following final enactment and apiesactively to
estate claims pending on or after July 1, 2016, and to the estates of people who died on or after July 1, 2016.

Sec.35. Minnesota Statutes 2016, section 256B.196, subdivision 2, is amended to read:

Subd.2. Commissioner's duties (a) For the purposes of this subdivision and subdivision 3, the commissioner
shall determine the felr-service outpatient hospital services upper payment limit for nonstate government
hospitals The commissioner shall then determine the amount of a supptehmpayment to Hennepin County
Medical Center and Regions Hospital for these services that would increase medical assistance spending in this
category to the aggregate upper payment limit for all nonstate government hospitals in Mintresagking ths
determination, the commissioner shall allot the available increases between Hennepin County Medical Center and
Regions Hospital based on the ratio of medical assistanefrfesrvice outpatient hospital payments to the
two facilities. The commissioneshall adjust this allotment as necessary based on federal approvals, the amount of
intergovernmental transfers received from Hennepin and Ramsey Counties, and other factors, in order to maximize
the additional total payment§ he commissioner shall infor Hennepin County and Ramsey County of the periodic
intergovernmental transfers necessary to match federal Medicaid payments available under this subdivision in order
to make supplementary medical assistance payments to Hennepin County Medical Centegiansl IRospital
equal to an amount that when combined with existing medical assistance payments to nonstate governmental
hospitals would increase total payments to hospitals in this category for outpatient services to the aggregate upper
payment limit forall hospitals in this category in MinnesotalUpon receipt of these periodic transfers, the
commissioner shall make supplementary payments to Hennepin County Medical Center and Regions Hospital.

(b) For the purposes of this subdivision and subdivisiahe commissioner shall determine an upper payment
limit for physicians and other billing professionals affiliated with Hennepin County Medical Center and with
Regions Hospital The upper payment limit shall be based on the average commercial rate éoerpgirge using
another method acceptable to the Centers for Medicare and Medicaid Serffesommissioner shall inform
Hennepin County and Ramsey County of the periodic intergovernmental transfers necessary to match the federal
Medicaid payments avaliée under this subdivision in order to make supplementary payments to physicians and
other billing professionals affiliated with Hennepin County Medical Center and to make supplementary payments to
physicians and other billing professionals affiliated wRégions Hospital through HealthPartners Medical Group
equal to the difference between the established medical assistance payment for physician and other billing
professional services and the upper payment.litdjpon receipt of these periodic transfdt®e commissioner shall
make supplementary payments to physicians and other billing professionals affiliated with Hennepin County
Medical Center and shall make supplementary payments to physicians and other billing professionals affiliated with
Regions Hosal through HealthPartners Medical Group.

(c) Beginning January 1, 2010, Hennepin County and Ramsey County may make monthly voluntary
intergovernmental transfers to the commissioner in amounts not to exceed $12,000,000 per year from Hennepin
County and $,000,000 per year from Ramsey Counfyhe commissioner shall increase the medical assistance
capitation payments to any licensed health plan under contract with the medical assistance program that agrees to
make enhanced payments to Hennepin County Médienter or Regions HospitalThe increase shall be in an
amount equal to the annual value of the monthly transfers plus federal financial participation, with each health plan
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receiving its pro rata share of the increase based on the pro rata shadkcaf assistance admissions to Hennepin

County Medical Center and Regions Hospital by those plahson the request of the commissioner, health plans

shall submit individualevel cost data for verification purposesThe commissioner may ratably redudede

payments on a pro rata basis in order to satisfy federal requirements for actuarial soufidpagsments are

reduced, transfers shall be reduced accordinglyy licensed health plan that receives increased medical assistance
capitation paymentsnder the intergovernmental transfer described in this paragraph shall increase its medical
assistance payments to Hennepin County Medical Center and Regions Hospital by the same amount as the increased
payments received in the capitation payment desciibtds paragraph.

(d) For the purposes of this subdivision and subdivision 3, the commissioner shall determine an upper payment
limit for ambulance services affiliated with Hennepin County Medical Center and the ciSt.B&ul and
ambulance servicessmed and operated by another governmental entity that chooses to participate by requesting the
commissioner to determine an upper payment liniithe upper payment limit shall be based on the average
commercial rate or be determined using another methodptable to the Centers for Medicare and Medicaid
Services The commissioner shall inform Hennepin Coumtyd the city of St.Paul and other participating
governmental entitiesf the periodic intergovernmental transfers necessary to match the fedslisbd payments
available under this subdivision in order to make supplementary payments to Hennepin County Medicakh@enter
the city of St. Paul and other participating governmental entitgggial to the difference between the established
medical assistance payment for ambulance services and the upper paymentfiont receipt of these periodic
transfers, the commissioner shall make supplementary payments to Hennepin County Medicar@ethiecity
of St.Paul, and other participating governmental entitieg\ tribal government that owns and operates an
ambulance service is not eligible to participate under this subdivision.

(e) For the purposes of this subdivision and subdivisioth® commissioner shall determine an upper payment
limit for physicians, dentists, and other billing professionals affiliated with the University of Minnesota and
University of Minnesota Physiciansl he upper payment limit shall be based on the averageneotial rate or be
determined using another method acceptable to the Centers for Medicare and Medicaid Sdreicesnmissioner
shall inform the University of Minnesota Medical School and University of Minnesota School of Dentistry of the
periodic integovernmental transfers necessary to match the federal Medicaid payments available under this
subdivision in order to make supplementary payments to physicians, dentists, and other billing professionals
affiliated with the University of Minnesota and the ilgrsity of Minnesota Physicians equal to the difference
between the established medical assistance payment for physician, dentist, and other billing professional services
and the upper payment limitUpon receipt of these periodic transfers, the commigsi shall make supplementary
payments to physicians, dentists, and other billing professionals affiliated with the University of Minnesota and the
University of Minnesota Physicians.

(f) Beginning January 1, 2018, the University of Minnesota Medidiool and the University of Minnesota
School of Dentistry may make monthly voluntary intergovernmental transfers to the commissioner in amounts not to
exceed $20,000,000 per year from the University of Minnesota Medical School and $6,000,000 per yda from
University of Minnesota School of DentistryThe commissioner shall increase the medical assistance capitation
payments to any licensed health plan under contract with the medical assistance program that agrees to make
enhanced payments to the Unsigy of Minnesota and the University of Minnesota Physiciahise increase shall
be in an amount equal to the annual value of the monthly transfers plus federal financial participation, with each
health plan receiving its pro rata share of the increasedban the pro rata share of medical assistance services by
physicians, dentists, and other billing professionals affiliated with the University of Minnesota and the University of
Minnesota PhysiciansUpon the request of the commissioner, health plap shbmit individuallevel cost data
for verification purposes The commissioner may ratably reduce these payments on a pro rata basis in order to
satisfy federal requirements for actuarial soundness payments are reduced, transfers shall be reduced
accordingly Any licensed health plan that receives increased medical assistance capitation payments under the
intergovernmental transfer described in this paragraph shall increase its medical assistance payments to the
University of Minnesota and the Umrsity of Minnesota Physicians by the same amount as the increased payments
received in the capitation payment described in this paragraph.
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(g) The commissioner shall inform the transferring governmental entities on an ongoing basis of the need for any
changes needed in the intergovernmental transfers in order to continue the payments under paragréghf)(a) to
at their maximum level, including increases in upper payment limits, changes in the federal Medicaid match, and
other factors.

& (h) The myments in paragraphs (a) @) (f) shall be implemented independently of each other, subject to
federal approval and to the receipt of transfers under subdivision 3.

(i) All of the data and funding transactions related to the payments in paragraphgfYahall be between the
commissioner and the governmental entities.

EFFECTIVE DATE . Paragraph (d) is effective July 1, 2017, or upon federal approval, whichever .isTlager
commissioner of human services shall notify the revisor of statutes wtieraf approval is received.

Sec.36. Minnesota Statutes 2016, section 256B.196, subdivision 3, is amended to read:

Subd.3. Intergovernmental transfers. Based on the determination by the commissioner under subdivision 2,
Hennepin County and Rams&punty shall make periodic intergovernmental transfers to the commissioner for the
purposes of subdivision 2, paragraphs (a) and Atl)of the intergovernmental transfers made by Hennepin County
shall be used to match federal payments to Hennepin Ctedical Center under subdivision 2, paragraph (a), and
to physicians and other billing professionals affiliated with Hennepin County Medical Center under subdivision 2,
paragraph (b) All of the intergovernmental transfers made by Ramsey County shalbé® to match federal
payments to Regions Hospital under subdivision 2, paragraph (a), and to physicians and other billing professionals
affiliated with Regions Hospital through HealthPartners Medical Group under subdivision 2, paragrah ¢b)
the ntergovernmental transfer payments made by the University of Minnesota Medical School and the University of
Minnesota School of Dentistry shall be used to match federal payments to the University of Minnesota and the
University of Minnesota Physicians umdsibdivision 2, paragraphs (e) and (f).

Sec.37. Minnesota Statutes 2016, section 256B.196, subdivision 4, is amended to read:

Subd.4. Adjustments permitted. (a) The commissioner may adjust the intergovernmental transfers under
subdivision 3 and thpayments under subdivision 2, based on the commissioner's determination of Medicare upper
payment limits, hospitadpecific charge limits, hospitapecific limitations on disproportionate share payments,
medical inflation, actuarial certificatioavera@ commercial rates for physician and other professional seraicés,
costeffectiveness for purposes of federal waivefmy adjustments must be made on a proportional baBise
commissioner may make adjustments under this subdivision only after tediosulvith the affected counties
university schoolsand hospitals All payments under subdivision 2 and all intergovernmental transfers under
subdivision 3 are limited to amounts available after all other base rates, adjustments, and supplemental ipayme
chapter 256B are calculated.

(b) The ratio of medical assistance payments specified in subdivision 2 to the voluntary intergovernmental
transfers specified in subdivision 3 shall not be reduced except as provided under paragraph (a).

Sec.38. Minnesota Statutes 2016, section 256B.69, subdivision 5a, is amended to read:

Subd.5a Managed care contracts (a) Managed care contracts under this section and section 256L.12 shall be
entered into or renewed on a calendar year bdgie commissioner ay issue separate contracts with requirements
specific to services to medical assistance recipients age 65 and older.

(b) A prepaid health plan providing covered health services for eligible persons pursuant to chapters 256B and
256L is responsible fatomplying with the terms of its contract with the commissiorRRequirements applicable to
managed care programs under chapters 256B and 256L established after the effective date of a contract with the
commissioner take effect when the contract is nexted or renewed.
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(c) The commissioner shall withhold five percent of managed care plan paymnesér this section and
countybased purchasing plan payments under section 256B.692 for the prepaid medical assistance program pending
completion of performancéargets Each performance target must be quantifiable, objective, measurable, and
reasonably attainable, except in the case of a performance target based on a federal or state .|a@riterialéor
assessment of each performance target must ba@exliin writing prior to the contract effective dat€linical or
utilization performance targets and their related criteria must consider evidasee research and reasonable
interventions when available or applicable to the populations served, andbengtveloped with input from
external clinical experts and stakeholders, including managed care plans,-lwasedy purchasing plans, and
providers The managed care or couitgsed purchasing plan must demonstrate, to the commissioner's satisfaction,
that the data submitted regarding attainment of the performance target is acclitegecommissioner shall
periodically change the administrative measures used as performance targets in order to improve plan performance
across a broader range of administeatservices The performance targets must include measurement of plan
efforts to contain spending on health care services and administrative activites commissioner may adopt
planspecific performance targets that take into account factors atjeatity one plan, including characteristics of
the plan's enrollee populationThe withheld funds must be returned no sooner than July of the following year if
performance targets in the contract are achievEde commissioner may exclude special dematisin projects
under subdivision 23.

(d) The commissioner shall require that managed care plans use the assessment and authorization processes,
forms, timelines, standards, documentation, and data reporting requirements, protocols, billing processes, and
policies consistent with medical assistance-fteeservice or the Department of Human Services contract
requirements consistent with medical assistancefdieservice or the Department of Human Services contract
requirements for all personal care assisgaservices under section 256B.0659.

(e) Effective for services rendered on or after January 1, 2012, the commissioner shall include as part of the
performance targets described in paragraph (c) a reduction in the health plan's emergency deparationt ratit
for medical assistance and MinnesotaCare enrollees, as determined by the commissio 2812, the reduction
shall be based on the health plan's utilization in 2008 earn the return of the withhold each subsequent year, the
managed carplan or countybased purchasing plan must achieve a qualifying reduction of no less than ten percent
of the plan's emergency department utilization rate for medical assistance and MinnesotaCare enrollees, excluding
enrollees in programs described in sulsions 23 and 28, compared to the previous measurement year until the
final performance target is reacheWhen measuring performance, the commissioner must consider the difference
in health risk in @ managed care or codo&ged purchasing plan's memibgosin the baseline year compared to the
measurement year, and work with the managed care or ebaség purchasing plan to account for differences that
they agree are significant.

The withheld funds must be returned no sooner than July 1 and nthiteduly 31 of the following calendar
year if the managed care plan or coubfged purchasing plan demonstrates to the satisfaction of the commissioner
that a reduction in the utilization rate was achievdthe commissioner shall structure the withhsftd that the
commissioner returns a portion of the withheld funds in amounts commensurate with achieved reductions in
utilization less than the targeted amount.

The withhold described in this paragraph shall continue for each consecutive contract périthek yohan's
emergency room utilization rate for state health care program enrollees is reduced by 25 percent of the plan's
emergency room utilization rate for medical assistance and MinnesotaCare enrollees for calendar year 2009
Hospitals shall coopate with the health plans in meeting this performance target and shall accept payment
withholds that may be returned to the hospitals if the performance target is achieved.

(f) Effective for services rendered on or after January 1, 2012, the commissialieinclude as part of the
performance targets described in paragraph (c) a reduction in the plan's hospitalization admission rate for medical
assistance and MinnesotaCare enrollees, as determined by the commisSmrearn the return of the withhold
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each year, the managed care plan or cebased purchasing plan must achieve a qualifying reduction of no less
than five percent of the plan's hospital admission rate for medical assistance and MinnesotaCare enrollees, excluding
enrollees in programs degized in subdivisions 23 and 28, compared to the previous calendar year until the final
performance target is reache®Vhen measuring performance, the commissioner must consider the difference in
health risk in a managed care or coubiged purchasing aot's membership in the baseline year compared to the
measurement year, and work with the managed care or ebaség purchasing plan to account for differences that

they agree are significant.

The withheld funds must be returned no sooner than July hatater than July 31 of the following calendar
year if the managed care plan or coubfised purchasing plan demonstrates to the satisfaction of the commissioner
that this reduction in the hospitalization rate was achievidte commissioner shall struce the withhold so that
the commissioner returns a portion of the withheld funds in amounts commensurate with achieved reductions in
utilization less than the targeted amount.

The withhold described in this paragraph shall continue until there is ar2énpeeduction in the hospital
admission rate compared to the hospital admission rates in calendar year 2011, as determined by the commissioner
The hospital admissions in this performance target do not include the admissions applicable to the subsequent
hospital admission performance target under paragrapti@spitals shall cooperate with the plans in meeting this
performance target and shall accept payment withholds that may be returned to the hospitals if the performance
target is achieved.

(g) Effective for services rendered on or after January 1, 2012, the commissioner shall include as part of the
performance targets described in paragraph (c) a reduction in the plan's hospitalization admission rates for
subsequent hospitalizations within 30 dajsa previous hospitalization of a patient regardless of the reason, for
medical assistance and MinnesotaCare enrollees, as determined by the commidsioearn the return of the
withhold each year, the managed care plan or cebaded purchasing plamust achieve a qualifying reduction of
the subsequent hospitalization rate for medical assistance and MinnesotaCare enrollees, excluding enrollees in
programs described in subdivisions 23 and 28, of no less than five percent compared to the premtarsyesle
until the final performance target is reached.

The withheld funds must be returned no sooner than July 1 and no later than July 31 of the following calendar
year if the managed care plan or codbéiged purchasing plan demonstrates to the aetiisf of the commissioner
that a qualifying reduction in the subsequent hospitalization rate was achigvedommissioner shall structure the
withhold so that the commissioner returns a portion of the withheld funds in amounts commensurate wittl achieve
reductions in utilization less than the targeted amount.

The withhold described in this paragraph must continue for each consecutive contract period until the plan's
subsequent hospitalization rate for medical assistance and MinnesotaCare enrollegingexarollees in programs
described in subdivisions 23 and 28, is reduced by 25 percent of the plan's subsequent hospitalization rate for
calendar year 2011Hospitals shall cooperate with the plans in meeting this performance target and shall accept
payment withholds that must be returned to the hospitals if the performance target is achieved.

(h) Effective for services rendered on or after January 1, 2013, through December 31, 2013, the commissioner
shall withhold 4.5 percent of managed care pagments under this section and codp#ged purchasing plan
payments under section 256B.692 for the prepaid medical assistance pradmamithheld funds must be returned
no sooner than July 1 and no later than July 31 of the following y€he commisioner may exclude special
demonstration projects under subdivision 23.

(i) Effective for services rendered on or after January 1, 2014, the commissioner shall withhold three percent of
managed care plan payments under this section and ebasgyg purchsing plan payments under section 256B.692
for the prepaid medical assistance progrdrhe withheld funds must be returned no sooner than July 1 and no later
than July 31 of the following year The commissioner may exclude special demonstration projeusru
subdivision 23.
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() A managed care plan or a coutftgsed purchasing plan under section 256B.692 may include as admitted
assets under section 62D.044 any amount withheld under this section that is reasonably expected to be returned.

(k) Contracts beteen the commissioner and a prepaid health plan are exempt from-#sédseand preference
provisions of section 16C.16, subdivisions 6, paragraph (a), and 7.

() The return of the withhold under paragraphs (h) and (i) is not subject to the requirefrEaregraph (c).

(m) Managed care plans and coubgsed purchasing plans shall maintain current and fully executed
agreements for all subcontractors, including bargaining groups, for administrative services that are expensed to the
state's public hedlt care programs Subcontractor agreements determined to be material, as defined by the
commissioner after taking into account state contracting and relevant statutory requirements, must be in the form of
a written instrument or electronic document contgjnthe elements of offer, acceptance, consideration, payment
terms, scope, duration of the contract, and how the subcontractor services relate to state public health care programs
Upon request, the commissioner shall have access to all subcontractoreddation under this paragrapNothing
in this paragraph shall allow release of information that is nonpublic data pursuant to section 13.02.

(n) Effective for services provided on or after January 1, 2018, through December 31, 2018, the commissioner
shall withhold two percent of the capitation payment provided to managed care ypdes this section, and
countybased purchasing plans under section 256B.692, for each medical assistance ehnelle&hheld funds
must be returned no sooner than Julgnd no later than July 31 of the following year, for capitation payments for
enrollees for whom the plan has submitted to the commissioner a verification of coverage form completed and
signed by the enrollee The verification of coverage form must bevd®ped by the commissioner and made
available to managed care and codméged purchasing plang he form must require the enrollee to provide the
enrollee's name, street address, and the name of the managed care ebasethtyurchasing plan selectedor
assigned to the enrollee, and must include a signature block that allows the enrollee to attest that the information
provided is accurateA plan shall request that all enrollees complete the verification of coverage form, and shall
submit all compdted forms to the commissioner by February 28, 201& completed form for an enrollee is not
received by the commissioner by that date:

(1) the commissioner shall not return to the plan funds withheld for that enrollee;

(2) the commissioner shall cgamaking capitation payments to the plan for that enrollee, effective with the
April 2018 coverage month; and

(3) the commissioner shall disenroll the enrollee from medical assistance, subject to any enrollee appeal.

Sec.39. Minnesota Statutes 201&aion 256B.69, is amended by adding a subdivision to read:

Subd.36. Competitive bidding and procurement (a) For managed care organization contracts effective on or
after January 1, 2019, the commissioner shall utilize a competitive pridecmndcal bidding program on a regional
basis for nonelderly adults and children who are not eligible on the basis of a disability and are enrolled in medical
assistance and MinnesotaCatéthe commissioner utilizes a competitive price bidding progtie commissioner
shall establish geographic regions for the purposes of competitive price biddiimg commissioner shall not
implement a competitive price bidding program for more than 40 percent of the regions during each pracurement
The commissioneshall ensure that there is an adequate choice of managed care organizations based on the potential
enrollment, in a manner that is consistent with the requirements of section 256B.684commissioner shall
operate the competitive bidding program by eegibut shall award contracts by county and shall allow managed
care organizations with a service area consisting of only a portion of a region to bid on those counties within their
service area onlyFor purposes of this subdivision, "managed care orgdon" means a demonstration provider as
defined in subdivision 2, paragraph (b).
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(b) The commissioner shall provide the scoring weight of selection criteria to be assigned in the procurement
process and include the scoring weight in the request for gatpoSubstantial weight shall be given to county
board resolutions and priority areas identified by counties.

(c) If a best and final offer is requested, each responding managed care organization must be offered the
opportunity to submit a best afidal offer.

(d) The commissioner, when evaluating proposals, shall consider network adequacy for dental and other
services.

(e) Notwithstanding sections 13.591 and 13.599, after the managed care organizations are notified about the
award determinationput before contracts are signed, the commissioner shall provide each managed care
organization with its own scoring sheet and supporting informafidre scoring sheet shall not be made available
to other managed care organizations until final contraetsigned.

(f) A managed care organization that is aggrieved by the commissioner's decision related to the selection of
managed care organizations to deliver services in a county or counties may appeal the commissioner's decision using
the process outlinkin section 256B.69, subdivision 3a, paragraph (d), exceptthibatecommendation of the
threeperson mediation panel shall be binding on the commissioner.

(9) The commissioner shall contract for an independent evaluation of the competitive price piddess The
contractor must solicit recommendations from all parties participating in the competitive price bidding process for
service delivery in calendar year 2019 on how the competitive price bidding process may be improved for service
delivery incalendar year 2020 and annually thereafteéie commissioner shall make evaluation results available to
the public on the department's Web site.

Sec.40. Minnesota Statutes 2016, section 256B.75, is amended to read:
256B.75 HOSPITAL OUTPATIENT REIMBURS EMENT.

(a) For outpatient hospital facility fee payments for services rendered on or after October 1, 1992, the
commissioner of human services shall pay the lower of (1) submitted charge, or (2) 32 percent above the rate in
effect on June 30, 1992, excefpr those services for which there is a federal maximum allowable payment
Effective for services rendered on or after January 1, 2000, payment rates for nonsurgical outpatient hospital facility
fees and emergency room facility fees shall be increasegiighy percent over the rates in effect on December 31,
1999, except for those services for which there is a federal maximum allowable pageartes for which there
is a federal maximum allowable payment shall be paid at the lower of (1) submittgg,cbr (2) the federal
maximum allowable paymenfTotal aggregate payment for outpatient hospital facility fee services shall not exceed
the Medicare upper limit If it is determined that a provision of this section conflicts with existing or future
requirements of the United States government with respect to federal financial participation in medical assistance,
the federal requirements prevailhe commissioner may, in the aggregate, prospectively reduce payment rates to
avoid reduced federal finantigarticipation resulting from rates that are in excess of the Medicare upper limitations.

(b) Notwithstanding paragraph (a), payment for outpatient, emergency, and ambulatory surgery hospital facility
fee services for critical access hospitals designatelér section 144.1483, clause (9), shall be paid on @&aest
payment system that is based on the-fioging methods and allowable costs of the Medicare prograffective
for services provided on or after July 1, 2015, rates established foalcaiticess hospitals under this paragraph for
the applicable payment year shall be the final payment and shall not be settled to actusffeudige for services
delivered on or after the first day of the hospital's fiscal year ending in 2016, tlerratpatient hospital services
shall be computed using information from each hospital's Medicare cost report as filed with Medicare for the year
that is two years before the year that the rate is being compRi&igs shall be computed using informatfoom
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Worksheet C series until the department finalizes the medical assistance cost reporting process for critical access
hospitals After the cost reporting process is finalized, rates shall be computed using information from Title XIX
Worksheet D seri& The outpatient rate shall be equal to ancillary cost plus outpatient cost, excluding costs related
to rural health clinics and federally qualified health clinics, divided by ancillary charges plus outpatient charges,
excluding charges related to ruhalalth clinics and federally gualified health clinics.

(c) Effective for services provided on or after July 1, 2003, rates that are based on the Medicare outpatient
prospective payment system shall be replaced by a budget neutral prospective paynrarthaysederived using
medical assistance datdhe commissioner shall provide a proposal to the 2003 legislature to define and implement
this provision.

(d) For feefor-service services provided on or after July 1, 2002, the total payment, beforpattirdiability
and spenddown, made to hospitals for outpatient hospital facility services is reduced by .5 percent from the current
statutory rate.

(e) In addition to the reduction in paragraph (d), the total payment fdorfeservice services provideon or
after July 1, 2003, made to hospitals for outpatient hospital facility services beforgahiydliability and
spenddown, is reduced five percent from the current statutory. r&tesilities defined under section 256.969,
subdivision 16, arexcluded from this paragraph.

(fH In addition to the reductions in paragraphs (d) and (e), the total payment-forfssvice services provided
on or after July 1, 2008, made to hospitals for outpatient hospital facility services beforgattyrdicbility and
spenddown, is reduced three percent from the current statutory Mésgal health services and facilities defined
under section 256.969, subdivision 16, are excluded from this paragraph.

EFFECTIVE DATE . This section is effective July 2017.

Sec.41l [256B.7635] REIMBURSEMENT FOR EVIDENCE-BASED PUBLIC HEALTH NURSE HOME
VISITS.

Effective for services provided on or after January 1, 2018, prenatal and postpartumufplloyme visits
provided by public health nurses or registered nussgervised by a public health nurse using eviddrased
models shall be paid a minimum of $140 per visividencebased postpartum followp home visits must be
administered by home visiting programs that meet the United States Department of Heddiinsard Services
criteria for evidencédased models and are identified by the commissioner of health as eligible to be implemented
under the Maternal, Infant, and Early Childhood Home Visiting progrdome visits must target mothers and their
children beining with prenatal visits through age three for the child.

Sec.42. Minnesota Statutes 2016, section 256B.766, is amended to read:
256B.766 REIMBURSEMENT FOR BASIC CARE SERVICES.

(a) Effective for services provided on or after July 1, 2009, totainpays for basic care services, shall be
reduced by three percent, except that for the period July 1, 2009, through June 30, 2011, total payments shall be
reduced by 4.5 percent for the medical assistance and general assistance medical care progitantisirgrparty
liability and spenddown calculation Effective July 1, 2010, the commissioner shall classify physical therapy
services, occupational therapy services, and sple@duage pathology and related services as basic care services
The reductionin this paragraph shall apply to physical therapy services, occuphtiberapy services, and
speecHanguage pathology and related services provided on or after July 1, 2010.
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(b) Payments made to managed care plans and cbasgd purchasing plans dhbé reduced for services
provided on or after October 1, 2009, to reflect the reduction effective July 1, 2009, and payments made to the plans
shall be reduced effective October 1, 2010, to reflect the reduction effective July 1, 2010.

(c) Effective forservices provided on or after September 1, 2011, through June 30, 2013, total payments for
outpatient hospital facility fees shall be reduced by five percent from the rates in effect on August 31, 2011.

(d) Effective for services provided on or after Sepber 1, 2011, through June 30, 2013, total payments for
ambulatory surgery centers facility fees, medical supplies and durable medical equipment not subject to a volume
purchase contract, prosthetics and orthotics, renal dialysis services, laboraticgssgrublic health nursing
services, physical therapy services, occupational therapy services, speech therapy services, eyeglasses not subject to
a volume purchase contract, hearing aids not subject to a volume purchase contract, and anesthesiaadidoeices s
reduced by three percent from the rates in effect on August 31, 2011.

(e) Effective for services provided on or after September 1, 2014, payments for ambulatory surgery centers
facility fees, hospice services, renal dialysis services, laboratovices, public health nursing services, eyeglasses
not subject to a volume purchase contract, and hearing aids not subject to a volume purchase contract shall be
increased by three percent and payments for outpatient hospital facility fees shall bsethdredhree percent
Payments made to managed care plans and cbastd purchasing plans shall not be adjusted to reflect payments
under this paragraph.

(f) Payments for medical supplies and durable medical equipment not subject to a volume pordhase and
prosthetics and orthotics, provided on or after July 1, 2014, through June 30, 2015, shall be decreased by
.33percent Payments for medical supplies and durable medical equipment not subject to a volume purchase
contract, and prosthetics aadhotics, provided on or after July 1, 2015, shall be increased by three percent from the
rates as determined under paragraphs (i) and (j).

(g) Effective for services provided on or after July 1, 2015, payments for outpatient hospital facility fees,
medcal supplies and durable medical equipment not subject to a volume purchase contract, prosthetics and
orthotics, and laboratory services to a hospital meeting the criteria specified in section 62Q.19, subdivision 1,
paragraph (a), clause (4), shall bergased by 90 percent from the rates in effect on June 30, E@lfnents made
to managed care plans and coubfigsed purchasing plans shall not be adjusted to reflect payments under this
paragraph.

(h) This section does not apply to physician gmdfessional services, inpatient hospital services, family
planning services, mental health services, dental services, prescription drugs, medical transportation, federally
qualified health centers, rural health centers, Indian health services, and Medissharing.

(i) Effective for services provided on or after July 1, 2015, the following categorigtedical supplies and
durable medical equipment shall be individually priced itemsteral nutrition and supplies, customized and other
specializedracheostomy tubes and supplies, electric patient lifts, and durable medical equipment repair and service
This paragraph does not apply to medical supplies and durable medical equipment subject to a volume purchase
contract, products subject to the predel diabetic testing supply program, and items provided to dually eligible
recipients when Medicare is the primary payer for the .itefihe commissioner shall not apply any medical
assistance rate reductions to durable medical equipment as a resulicdi@ledmpetitive bidding.

(j) Effective for services provided on or after July 1, 2015, medical assistance payment rates for durable medical
equipment, prosthetics, orthotics, or supplies shall be increased as follows:

(1) payment rates for durabheedical equipment, prosthetics, orthotics, or supplies that were subject to the
Medicare competitive bid that took effect in January of 2009 shall be increased by 9.5 percent; and



38TH DAY] FRIDAY, MARCH 31,2017 3435

(2) payment rates for durable medical equipment, prosthetics, orthot&gymies on the medical assistance fee
schedule, whether or not subject to the Medicare competitive bid that took effect in January of 2009, shall be
increased by 2.94 percent, with this increase being applied after calculation of any increased pagmaderat
clause (1).

This paragraph does not apply to medical supplies and durable medical equipment subject to a volume purchase
contract, products subject to the preferred diabetic testing supply program, items provided to dually eligible
recipients wheiMedicare is the primary payer for the item, and individually priced items identified in paragraph (i)
Payments made to managed care plans and cbasgd purchasing plans shall not be adjusted to reflect the rate
increases in this paragraph.

(k) Effecive for nonpressure support ventilators provided on or after January 1, 2016, the rate shall be the lower
of the submitted charge or the Medicare fee schedule Edfective for pressure support ventilators provided on or
after January 1, 2016, the ratball be the lower of the submitted charge or 47 percent above the Medicare fee
schedule rate.

EFFECTIVE DATE . This section is effective retroactively from January 1, 2016.

Sec.43. [256B.90] DEFINITIONS.

Subdivision 1 Generally. For the purposesf sections 256B.90 to 256B.92, the following terms have the
meanings given.

Subd.2. Commissioner. "Commissioner" means the commissioner of human services.

Subd.3. Department. "Department” means the Department of Human Services.

Subd.4. Hospital. "Hospital" means a public or private institution licensed as a hospital under section 144.50
that participates in medical assistance.

Subd.5. Medical assistance "Medical assistance" means the state's Medicaid program under title XIX of the
SocialSecurity Act and administered according to this chapter.

Subd.6. Potentially avoidable complication "Potentially avoidable complication” means a harmful event or
negative outcome with respect to an individual, including an infection or surgical catipii that: (1) occurs
after the individual's admission to a hospital or kbeign care facility; and (2) may have resulted from the care, lack
of care, or treatment provided during the hospital or {mmm care facility stay rather than from a natural
progression of an underlying disease.

Subd.7. Potentially avoidable event "Potentially avoidable event" means a potentially avoidable
complication, potentially avoidable readmission, or a combination of those events.

Subd.8. Potentially avoidable readmission  "Potentially avoidable readmission” means a return
hospitalization of an individual within a period specified by the commissioner that may have resulted from
deficiencies in the care or treatment provided to the individual during a previep#ah stay or from deficiencies in
posthospital discharge followp. Potentially avoidable readmission does not include a hospital readmission
necessitated by the occurrence of unrelated events after the discRartgatially avoidable readmission indes
the readmission of an individual to a hospital f¢t) the same condition or procedure for which the individual was
previously admitted; (2) an infection or other complication resulting from care previously provided; or (3) a
condition or procedurehat indicates that a surgical intervention performed during a previous admission was
unsuccessful in achieving the anticipated outcome.
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Sec.44. [256B.91] MEDICAL ASSISTANCE OUTCOMES-BASED PAYMENT PROGRAM.

Subdivision 1 Generally. The commissioner ost establish and implemerma medical assistance
outcomeshased payment program as a hospital outcomes program under section 256B.92 to provide hospitals with
information and incentives to reduce potentially avoidable events.

Subd.2. Potentially avoidabe event methodology (a) The commissioner shall issue a request for proposals
to select a methodology for identifying potentially avoidable events and for the costs associated with these events,
and for measuring hospital performance with respect t@ thesnts.

(b) The commissioner shall develop definitions for each potentially avoidable event according to the selected
methodology.

(c) To the extent possible, the methodology shall be one that has been used by other title XIX programs under
the SocialSecurity Act or by commercial payers in health care outcomes pemicenmeasurement and in
outcomebased payment program§he methodology shall be open, transparent, and available for review by the

public.

Subd.3. Medical assistance system waste(a) The commissioner must conduct a comprehensive analysis of
relevant state databases to identify waste in the medical assistance system.

(b) The analysis must identify instances of potentially avoidable events in medical assistance, and the costs
associagd with these events The overall estimate of waste must be broken down into actionable categories
including but not limited to regions, hospitals, MCOs, physicians, service lines, diagglatisl groups, medical
conditions and procedures, patient clotggstics, provider characteristics, and medical assistance program type.

(c) Information collected from this analysis must be utilized in hospital outcomes programs described in this
section.

Sec.45. [256B.92] HOSPITAL OUTCOMES PROGRAM.

Subdivisionl. Generally. The hospital outcomes program shall:

(1) target reduction of potentially avoidable readmissions and complications;

(2) apply to all state acute care hospitals participating in medical assistammegam adjustments may be made
for certain types of hospitals; and

(3) be implemented in two phasgserformance reporting and outcoi@ssed financial incentives.

Subd.2. Phase 1: performance reporting (a) The commissioner shall develop and maintain a reporting
system to provide ehdhospital in Minnesota with reqular confidential reports regarding the hospital's performance
for potentially avoidable readmissions and potentially avoidable complications.

(b) The commissioner shall:

(1) conduct ongoing analyses of relevant statendailatabases to identify instances of potentially avoidable
readmissions and potentially avoidable complications, and the expenditures associated with these events;

(2) create or locate state readmission and complications norms;
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(3) measure actudb-expected hospital performance compared to state norms;

(4) compare hospitals with peers using risk adjustment procedures that account for the severity of illness of each
hospital's patients;

(5) distribute reports to hospitals to provide actionable infoonatd create policies, contracts, or programs
designed to improve target outcomes; and

(6) foster collaboration among hospitals to share best practices.

(c) A hospital may share the information contained in the outcome performance reports with phgsidians
other health care providers providing services at the hospital to foster coordination and cooperation in the hospital's
outcome improvement and waste reduction initiatives.

Subd.3. Phase 2; outcome®ased financial incentives Twelve months afteimplementation of performance
reporting under subdivision 2, the commissioner must establish financial incentives for a hospital to reduce
potentially avoidable readmissions and potentially avoidable complications.

Subd.4. Rate adjustment methodology (a) The commissioner must adjust the reimbursement that a hospital
receives under the All Patients Refined Diagnésitated Group inpatient prospective payment system based on the
hospital's performance exceeding, or failing to achieve, outcome ressitd ba the rates of potentially avoidable
readmissions and potentially avoidable complications.

(b) The rate adjustment methodology must:

(1) apply to each hospital discharge;

(2) determine a hospitabpecific potentially avoidable outcome adjustmertdabased on the hospital's actual
versus expected riskdjusted performance compared to the state norm;

(3) be based on a retrospective analysis of performance prospectively applied;

(4) include both rewards and penalties; and

(5) be communicated tolaspital in a clear and transparent manner.

Subd.5. Amendment of contracts The commissioner must amend contracts with participating hospitals as
necessary to incorporate the financial incentives established under this section.

Subd.6. Budget neutrality. The hospital outcomes program shall be implemented in a budgatl manner
with respect to aggregate Medicaid hospital expenditures.

Sec.46. Minnesota Statutes 2016, section 256L.15, subdivision 2, is amended to read:

Subd.2. Sliding fee scale; monthly individual or family income. (a) The commissioner shall establish a
sliding fee scale to determine the percentage of monthly individual or family income that households at different
income levels must pay to obtain coverage through the édimtaCare progranihe sliding fee scale must be based
on the enrollee's monthly individual or family income.

(b) Beginningdandary-1,-2010ctober 1, 201,7/MinnesotaCare enrollees shall pay premiums according to the
premium scale specified in paragrgjoi.
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(c) Paragraph (b) does not apply to:
(1) children 20 years of age or younger; and
(2) individuals with household incomes below 35 percent of the federal poverty guidelines.

(d) The following premium scale is established for each individual imthusehold who is 21 years of age or
older and enrolled in MinnesotaCare:

Federal Poverty GuidelineGreater Less than Individual Premium Amount
than or Equal to

35% 55% $4$5

55% 80% $6$7

80% 90% $8$11
90% 100% $10$12
100% 110% $12$13
110% 120% $14$15
120% 130% $15$16
130% 140% $16$18
140% 150% $25$32
150% 160% $29.$40
160% 170% $33$48
170% 180% $38$56
180% 190% $43$65
190% $50$75
200% $85

Sec.47. CAPITATION PAYMENT DELAY.

(a) The commissioner of human services shall delay $135,000,000 of the medical assistance and MinnesotaCare
capitation payment to managed care plans and cdaasgd purchasing plans due in May 2019 and the payment due
in April 2019 for special needs bagiare until July 1, 2019 The payment shall be made no earlier than July 1,
2019, and no later than July 31, 2019.

(b) The commissioner of human services shall delay $135,000,000 of the medical assistance and MinnesotaCare
capitation payment to managedre plans and courtyased purchasing plans due in the second quarter of calendar
year 2021 and the April 2021 payment for special needs basic care until July 1, T2@2fhayment shall be made
no earlier than July 1, 2021, and no later than July 31,.2021

Sec.48. CHILDREN'S MENTAL HEALTH REPORT AND RECOMMENDATIONS.

The commissioner of human services shall conduct a comprehensive analysis of Minnesota's continuum of
intensive_mental health services and shall develop recommendations for a sustambl@demmunitydriven
continuum of care for children with serious mental health needs, including children currently being served in
residential treatmentThe commissioner's analysis shall include, but not be limited to:

(1) data related to accessilization, efficacy, and outcomes for Minnesota's current system of residential mental
health treatment for a child with a severe emotional disturbance;
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(2) potential expansion of the state's psychiatric residential treatment facility (PRTF) capaditginm
increasing the number of PRTF beds and conversion of existing children's mental health residential treatment
programs into PRTFs;

(3) the capacity need for PRTF and other group settings within the state if adequate co+hasauty
alternatives araccessible, equitable, and effective statewide;

(4) recommendations for expanding alternative commtlrased service models to meet the needs of a child
with a serious mental health disorder who would otherwise require residential treatment and peteitamodels
that could be utilized, including data related to access, utilization, efficacy, and outcomes;

(5) models of care used in other states; and

(6) analysis and specific recommendations for the design and implementation of new service inubalgilsg
analysis to inform rate setting as necessary.

The analysis shall be supported and informed by extensive stakeholder engag&tadetholders include
individuals who receive services, family members of individuals who receive services, movemignties, health
plans, advocates, and otherStakeholder engagement shall include interviews with key stakeholders, intentional
outreach to individuals who receive services and the individual's family members, and regional listening sessions.

The ommissioner shall provide a report with specific recommendations and timelines for implementation to the
legislative committees with jurisdiction over children's mental health policy and finance by November 15, 2018.

Sec.49. ENCOUNTER REPORTING OF 340B ELIGIBLE DRUGS.

(a) The commissioner of human services, in consultation with federally qualified health centers, managed care
organizations, and contract pharmacies shall develop a report on the feasibility of a process to identify and report at
point of sale the 340B drugs that are dispensed to enrollees of managed care organizations who are patients of a
federally qualified health center to exclude these claims from the Medicaid drug rebate program and ensure that
duplicate discounts for drugs do not occ

(b) By January 1, 2018, the commissioner shall present the report to the chairs and ranking minority members of
the house of representatives and senate committees with jurisdiction over medical assistance.

Sec.50. RATE-SETTING ANALYSIS REPORT.

The commissioner of human services shall conduct a comprehensive analysis report of the cuisettingte
methodology for outpatient, professional, and physician services that do not havéaseukstfederally mandated,
or contracted rateThe report sall include recommendations for changes to the existing fee schedule that utilizes
the Resourcased Relative Value System (RBRVS), and alternate payment methodologies for services that do not
have relative values, to simplify the fee for service medisaistance rate structure and to improve consistency and
transparency In developing the report, the commissioner shall consult with outside experts in Medicaid financing
The commissioner shall provide a report on the analysis to the chairs and ramkiomity members of the
legislative committees with jurisdiction over health and human services finance by November 1, 2019.

Sec.51. STUDY OF PAYMENT RATES FOR DURABLE MEDICAL EQUIPMENT AND SUPPLIES.

The commissioner of human services shall study tigact of basing medical assistance payment for durable
medical equipment and medical supplies on Medicare payment rates, as limited by the payment provisions in the
21st Century Cures Act, Public Law 1285, on access by medical assistance enrolleegse ftems The study




3440 JOURNAL OF THEHOUSE [38TH DAY

must_include recommendations for ensuring and improving access by medical assistance enrollees to durable
medical equipment and medical supplifhe commissioner shall report study results and recommendations to the
chairs and rankig minority members of the legislative committees with jurisdiction over health and human services
policy and finance by February 1, 2018.

Sec.52. FEDERAL APPROVAL.

The commissioner of human services shall request any federal waivers and approssarypdoeallow the
state to retain federal funds accruing in the state's basic health program trust fund, and expend those funds for
purposes other than those specified in Code of Federal Regulations, title 42, part.600&@mmissioner shall
report any federal action regarding this request to the chairs and ranking minority members of the legislative
committees with jurisdiction over health and human services policy and finance.

EFFECTIVE DATE . This section is effective the day following final etraent.

Sec.53. FEDERAL WAIVER OR APPROVAL.

The commissioner of human services shall seek any federal waiver or approval necessary to implement
Minnesota Statutes, section 256B.0644.

ARTICLE 2
CONTINUING CARE

Section 1 Minnesota Statutes 201€ection 144.0724, subdivision 6, is amended to read:

Subd.6. Penalties for late or nonsubmission (a) A facility that fails to complete or submit an assessment
according to subdivisions 4 and 5 for a RU\Gclassification within seven days of the timeguirements listed in
the LongTerm Care Facility Resident Assessment Instrument User's Manual is subject to a reduced rate for that
resident The reduced rate shall be the lowest rate for that facilithe reduced rate is effective on the day of
admission for new admission assessments, on the ARD for significant change in status assessments, or on the day
that the assessment was due for all other assessments and continues in effect until the first day of the month
following the date of submission andcaptance of the resident's assessment.

(b) If loss of revenue due to penalties incurred by a facility for any period of 92 days are equal to or greater than
4.0 0.1 percent of the total operating costs on the facility's most recent annual statistical and cost report, a facility
may apply to the commissioner of human services for a reduction in the total penalty.afwicbommissioner of
human services, in consuitan with the commissioner of health, may, at the sole discretion of the commissioner of
human services, limit the penalty for residents covered by medical assistdsdendays.

EFFECTIVE DATE . This section is effective the day following final emaent.

Sec.2. Minnesota Statutes 2016, section 144.562, subdivision 2, is amended to read:

Subd.2. Eligibility for license condition. (a) A hospital is not eligible to receive a license condition for swing
beds unless (1) it either has a licensed dmghcity of less than 50 beds defined in the federal Medicare regulations,
Code of Federal Regulations, title 42, section 482.66, or it has a licensed bed capacity of 50 beds or more and has
swing beds that were approved for Medicare reimbursement bdéord, 1985, or it has a licensed bed capacity of
less than 65 beds and the available nursing homes within 50 miles have had, in the aggregate, an average occupancy
rate of 96 percent or higher in the most recent two years as documented on the stapstitsato the Department
of Health; and (2) it is located in a rural area as defined in the federal Medicare regulations, Code of Federal
Regulations, title 42, section 482.66.
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(b) Except for those critical access hospitals established under sectiod83}4lhuse (9), and section 1820 of
the federal Social Security Act, United States Code, title 42, section-438%it have an attached nursing home or
that owned a nursing home located in the same municipality as of May 1, 2005, eligible hospititddsvacea total
of 2,000 days of swing bed use per ye@ritical access hospitals that have an attached nursing home or that owned
a nursing home located in the same municipality as of May 1, 2005, are allowed swing bed use as provided in
federal law.

(c) Except for critical access hospitals that have an attached nursing home or that owned a nursing home located
in the same municipality as of May 1, 2005, the commissioner of health may approve swing bed use beyond 2,000 days
as long as there are no Medlie certified skilled nursing facility beds available within 25 miles of that hospital that
are willing to admit the patie@nd the patient agrees to the referral being sent to the skilled nursing_.faciliigal
access hospitals exceeding 2,000 swieg days must maintain documentation that they have contacted skilled
nursing facilities within 25 miles to determine if any skilled nursing facility beds are available that are willing to
admit the patienand the patient agrees to the referral being teetine skilled nursing facility

(d) After reaching 2,000 days of swing bed use in a year, an eligible hospital to which this limit applies may
admit six additional patients to swing beds each year without seeking approval from the commissionerior being
violation of this subdivision These six swing bed admissions are exempt from the limit of 2,000 annual swing bed
days for hospitals subject to this limit.

(e) A health care system that is in full compliance with this subdivision may allocateltBniitt of swing bed
days among the hospitals within the system, provided that no hospital in the system without an attached nursing
home may exceed 2,000 swing bed days per year.

Sec.3. Minnesota Statutes 2016, section 144A.74, is amended to read:
144A.74 MAXIMUM CHARGES.

A supplemental nursing services agency must not bill or receive payments from a nursing home licensed under
this chapter at a rate higher than 150 percent of the sum of the weighted average wage rate, plus a factor determined
by thecommissioner to incorporate payroll taxes as definediimesota-Rules,—part 9549.0020,subpars8&ion
256R.02, subdivision 37or the applicable employee classification for the geographic group to which the nursing
home is assigned under MinnesBtales, part 9549.0052The weighted average wage rates must be determined by
the commissioner of human services and reported to the commissioner of health on an annuslVdgessare
defined as hourly rate of pay and shift differential, including wedlghift differential and overtimeFacilities shall
provide information necessary to determine weighted average wage rates to the commissioner of human services in
a format requested by the commissiondrhe maximum rate must include all charges for mistrative fees,
contract fees, or other special charges in addition to the hourly rates for the temporary nursing pool personnel
supplied to a nursing homeA nursing home that pays for the actual travel and housing costs for supplemental
nursing servies agency staff working at the facility and that pays these costs to the employee, the agency, or another
vendor, is not violating the limitation on charges described in this section.

EFFECTIVE DATE . This section is effective the day following firshactment.

Sec.4. Minnesota Statutes 2016, section 245D.03, subdivision 1, is amended to read:

Subdivision 1 Applicability . (a) The commissioner shall regulate the provision of home and comntasiég
services to persons with disabilities and pessage 65 and older pursuant to this chapiére licensing standards
in this chapter govern the provision of basic support services and intensive support services.
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(b) Basic support services provide the level of assistance, supervision, and care¢cassary to ensure the
health and welfare of the person and do not include services that are specifically directed toward the training,
treatment, habilitation, or rehabilitation of the pers@asic support services include:

(1) in-home and oubf-homerespite care services as defined in section 245A.02, subdivision 15, and under the
brain injury, community alternative care, community access for disability inclusion, developmental disability, and
elderly waiver plans, excluding caf-home respite carprovided to children in a family child foster care home
licensed under Minnesota Rules, parts 2960.3000 to 2960.3100, when the child foster care license holder complies
with the requirements under section 245D.06, subdivisions 5, 6, 7, and 8, or sugressions; and section
245D.061 or successor provisions, which must be stipulated in the statement of intended use required under
Minnesota Rules, part 2960.3000, subpart 4;

(2) adult companion services as defined under the brain injury, community &mcegsability inclusion, and
elderly waiver plans, excluding adult companion services provided under the Corporation for National and
Community Services Senior Companion Program established under the Domestic Volunteer Service Act of 1973,
Public Law 98288;

(3) personal support as defined under the developmental disability waiver plan;

(4) 24hour emergency assistance, personal emergency response as defined under the community access for
disability inclusion and developmental disability waiver plans;

(5) night supervision services as defined under the brain injury waiver plan; and

(6) homemaker services as defined under the community access for disability inclusion, brain injury, community
alternative care, developmental disability, and elderly wailesns, excluding providers licensed by the Department
of Health under chapter 144A and those providers providing cleaning services only.

(c) Intensive support services provide assistance, supervision, and care that is necessary to ensure the health and
welfare of the person and services specifically directed toward the training, habilitation, or rehabilitation of the
person Intensive support services include:

(1) intervention services, including:

(i) behavioral support services as defined under taabnjury and community access for disability inclusion
waiver plans;

(i) in-home or oubf-home crisis respite services as defined under the developmental disability waiver plan; and
(i) specialist services as defined under the current developnuisadility waiver plan;

(2) in-home support services, including:

(i) in-home family support and supported living services as defined under the developmental disability waiver plan

(ii) independent living services training as defined under the brainyimand community access for disability
inclusion waiver plans; and

(iif) semi-independent living services;
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(3) residential supports and services, including:

(i) supported living services as defined under the developmental disability waiver plan grovaléamily or
corporate child foster care residence, a family adult foster care residence, a community residential setting, or a
supervised living facility;

(ii) foster care services as defined in the brain injury, community alternative care, and ribmeaess for
disability inclusion waiver plans provided in a family or corporate child foster care residence, a family adult foster
care residence, or a community residential setting; and

(i) residential services provided to more than four persotis dévelopmental disabilities in a supervised living
facility, including ICFs/DD;

(4) day services, including:
(i) structured day services as defined under the brain injury waiver plan;

(i) day training and habilitation services under sections 252a11252.46, and as defined under the
developmental disability waiver plan; and

(iif) prevocational services as defined under the brain injury and community access for disability inclusion
waiver plans; and

ed-emplovmen defined-undergtmn-in developmen di bili nd-communitva ass for

i i i 1employment exploration services as defined under the brain injury, community
alternative care, community access for disability inclusion, and developrmesahility waiver plans;

(®)

(6) employment development services as defined under the brain injury, community alternative care, community
access for disability inclusion, and developmental disability waiver plans; and

(7) employment support services as definunder the brain injury, community alternative care, community
access for disability inclusion, and developmental disability waiver plans.

EFFECTIVE DATE . This section is effective upon federal approvdlhe commissioner of human services
shall notifythe revisor of statutes when federal approval is obtained.

Sec.5. Minnesota Statutes 2016, section 252.27, subdivision 2a, is amended to read:

Subd.2a Contribution amount. (a) The natural or adoptive parents of a minor child, including a child
determined eligible for medical assistance without consideration of parental income, must contribute to the cost of
services used by making monthly payments on a sliding scale based on income, unless the child is married or has
been married, parental rightave been terminated, or the child's adoption is subsidized according to chapter 259A
or through title IVE of the Social Security ActThe parental contribution is a partial or full payment for medical
services provided for diagnostic, therapeutic, curingating, mitigating, rehabilitation, maintenance, and personal
care services as defined in United States Code, title 26, section 213, needed by the child with a chronic illness or
disability.

(b) For households with adjusted gross income equal toeategrthan 275 percent of federal poverty guidelines,
the parental contribution shall be computed by applying the following schedule of rates to the adjusted gross income
of the natural or adoptive parents:
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(1) if the adjusted gross income is equal toreager than 275 percent of federal poverty guidelines and less than
or equal to 545 percent of federal poverty guidelines, the parental contribution shall be determined using a sliding
fee scale established by the commissioner of human services whick b3 1.6725percent of adjusted gross
income at 275 percent of federal poverty guidelines and increasd38t4.56 percent of adjusted gross income for
those with adjusted gross income up to 545 percent of federal poverty guidelines;

(2) if the adjsted gross income is greater than 545 percent of federal poverty guidelines and less than
675 percent of federal poverty guidelines, the parental contribution sh&ia81.56 percent of adjusted gross
income;

(3) if the adjusted gross income is equal to or greater than 675 percent of federal poverty guidelines and less than
975 percent of federal poverty guidelines, the parental contribution shall be determined using a sliding fee scale
established by the comasioner of human services which begin&88 4.56 percent of adjusted gross income at
675 percent of federal poverty guidelines and increas@<.®.075percent of adjusted gross income for those with
adjusted gross income up to 975 percent of fegeradrty guidelines; and

(4) if the adjusted gross income is equal to or greater than 975 percent of federal poverty guidelines, the parental
contribution shall b&0-237.5975percent of adjusted gross income.

If the child lives with the parent, the araliadjusted gross income is reduced by $2,400 prior to calculating the
parental contribution If the child resides in an institution specified in section 256B.35, the parent is responsible for
the personal needs allowance specified under that sectialditioa to the parental contribution determined under
this section The parental contribution is reduced by any amount required to be paid directly to the child pursuant to
a court order, but only if actually paid.

(c) The household size to be used itedmining the amount of contribution under paragraph (b) includes natural
and adoptive parents and their dependents, including the child receiving seifestments in the contribution
amount due to annual changes in the federal poverty guidelinésbshamplemented on the first day of July
following publication of the changes.

(d) For purposes of paragraph (b), "income" means the adjusted gross income of the natural or adoptive parents
determined according to the previous year's federal tax fexoept, effective retroactive to July 1, 2003, taxable
capital gains to the extent the funds have been used to purchase a home shall not be counted as income.

(e) The contribution shall be explained in writing to the parents at the time eligibility fdces is being
determined The contribution shall be made on a monthly basis effective with the first month in which the child
receives servicesAnnually upon redetermination or at termination of eligibility, if the contribution exceeded the
cost of sevices provided, the local agency or the state shall reimburse that excess amount to the parents, either by
direct reimbursement if the parent is no longer required to pay a contribution, or by a reduction in or waiver of
parental fees until the excess ambis exhausted All reimbursements must include a notice that the amount
reimbursed may be taxable income if the parent paid for the parent's fees through an employer's health care flexible
spending account under the Internal Revenue Code, sectiormd@%hat the parent is responsible for paying the
taxes owed on the amount reimbursed.

() The monthly contribution amount must be reviewed at least every 12 months; when there is a change in
household size; and when there is a loss of or gain in incoonedne month to another in excess of ten percent
The local agency shall mail a written notice 30 days in advance of the effective date of a change in the contribution
amount A decrease in the contribution amount is effective in the month that that pamgfies a reduction in
income or change in household size.



38TH DAY] FRIDAY, MARCH 31,2017 3445

(g) Parents of a minor child who do not live with each other shall each pay the contribution required under
paragraph (a) An amount equal to the annual ceartlered child support payment aally paid on behalf of the
child receiving services shall be deducted from the adjusted gross income of the parent making the payment prior to
calculating the parental contribution under paragraph (b).

(h) The contribution under paragraph (b) shall beraased by an additional five percent if the local agency
determines that insurance coverage is available but not obtained for the Elifdpurposes of this section,
"available" means the insurance is a benefit of employment for a family member atuah @st of no more than
five percent of the family's annual incomé&or purposes of this section, "insurance"” means health and accident
insurance coverage, enroliment in a nonprofit health service plan, health maintenance organizainsurexd!f
plan, or preferred provider organization.

Parents who have more than one child receiving services shall not be required to pay more than the amount for
the child with the highest expenditureShere shall be no resource contribution from the parefite paent shall
not be required to pay a contribution in excess of the cost of the services provided to the child, not counting
payments made to school districts for educat@ated services Notice of an increase in fee payment must be
given at least 30 daybefore the increased fee is due.

(i) The contribution under paragraph (b) shall be reduced by $300 per fiscal year if, in the 12 months prior to
July 1:

(1) the parent applied for insurance for the child;
(2) the insurer denied insurance;

(3) the paents submitted a complaint or appeal, in writing to the insurer, submitted a complaint or appeal, in
writing, to the commissioner of health or the commissioner of commerce, or litigated the complaint or appeal; and

(4) as a result of the dispute, the irsureversed its decision and granted insurance.
For purposes of this section, "insurance" has the meaning given in paragraph (h).

A parent who has requested a reduction in the contribution amount under this paragraph shall submit proof in the
form and nanner prescribed by the commissioner or county agency, including, but not limited to, the insurer's denial
of insurance, the written letter or complaint of the parents, court documents, and the written response of the insurer
approving insuranceThe deteminations of the commissioner or county agency under this paragraph are not rules
subject to chapter 14.

Sec.6. Minnesota Statutes 2016, section 252.41, subdivision 3, is amended to read:

Subd.3. Day training and habilitation services for adultswith developmental disabilities (a)"Day training
and habilitation services for adults with developmental disabilities" means services that:

(1) include supervision, training, assistanased-supported-employmetenterbasedwork-related activities, 10
other communityintegrated activities designed and implemented in accordance with the individual service and

individual habilitation plans required under Minnesota Rules, parts 9525.0004 to 9525.0036, to help an adult reach
and maintain the highest pdsia level of independence, productivity, and integration into the community; and

(2) are provided by a vendor licensed under sections 245A.01 to 245A.16 and 252.28, subdivision 2, to provide
day training and habilitation services.
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(b) Day training and halitation services reimbursable under this section do not include special education and
related services as defined in the Education of the Individuals with Disabilities Act, United States Code, title 20,
chapter 33, section 1401, clauses (6) and (1Ajpoational services funded under section 110 of the Rehabilitation
Act of 1973, United States Code, title 29, section 720, as amended.

(c) Day training and habilitation services do not include employment exploration, employment development, or
employmentsupports services as defined in the home and commbasgd services waivers for people with
disabilities authorized under sections 256B.092 and 256B.49.

EFFECTIVE DATE . This section is effective upon federal approvahe commissioner of human sersce
shall notify the revisor of statutes when federal approval is obtained.

Sec.7. [256.9755] CAREGIVER SUPPORT PROGRAMS.

Subdivision 1 Program goals It is the goal of all area agencies on aging and caregiver support programs to
support family caregiers of persons with Alzheimer's disease or other related dementias who are living in the

community by:

(1) promoting caregiver support programs that serve Minnesotans in their homes and communities; and

(2) providing, within the limits of available fusdthe caregiver support services that will enable the family
caregiver to access caregiver support programs in the mosdftextive and efficient manner.

Subd.2. Authority . The Minnesota Board on Aging shall allocate to area agencies on agintatéheusd
federal funds which are received for the caregiver support program in a manner consistent with federal requirements.

Subd.3. Caregiver support services Funds allocated to an area agency on aging for caregiver support
services must be used anmanner consistent with the National Family Caregiver Support Program to reach family
caregivers of persons with Alzheimer's disease or related demeiitiees funds must be used to provide social,
nonmedical, communitpased services and activities tipgovide respite for caregivers and social interaction for

participants.

Sec.8. Minnesota Statutes 2016, section 256B.0625, subdivision 6a, is amended to read:

Subd.6a Home health services Home health services are those services specifiddinnesota Rules, part
9505.0295 and sections 256B.0651 and 256B.0888dical assistance covers home health services at a recipient's
home residencer in the community where normal life activities take the recipieviedical assistance does not
cover home health services for residents of a hospital, nursing facility, or intermediate care facility, unless the
commissioner of human services has authorized skilled nurse visits for less than 90 days for a resident at an
intermediate care facility for penss with developmental disabilities, to prevent an admission to a hospital or
nursing facility or unless a resident who is otherwise eligible is on leave from the facility and the facility either pays
for the home health services or forgoes the facilitygiem for the leave days that home health services are used
Home health services must be provided by a Medicare certified home health.agéinoyrsing and home health
aide services must be provided according to sections 256B.0651 to 256B.0653.

Sec.9. Minnesota Statutes 2016, section 256B.0653, subdivision 2, is amended to read:
Subd.2. Definitions. For the purposes of this section, the following terms have the meanings given.

(a) "Assessment" means an evaluation of the recipient's medicalfareedme health agency services by a
registered nurse or appropriate therapist that is conducted within 30 days of a request.
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(b) "Home care therapies" means occupational, physical, and respiratory therapy andasypeae pathology
services providechithe home by a Medicare certified home health agency.

(c) "Home health agency services" means services delivierdHe—recipients—homeresidence,—except as
specified-in-section-256B.062By a home health agency to a recipient with medical needs dliress, disability,
or physical conditionf settings permitted under section 256B.0625, subdivision 6a

(d) "Home health aide" means an employee of a home health agency who completes medically oriented tasks
written in the plan of care for a recipient

(e) "Home health agency" means a home care provider agency that is MeeitHied.

(f) "Occupational therapy services" mean the services defined in Minnesota Rules, part 9505.0390.

(9) "Physical therapy services" mean the services defined in Bbtm&ules, part 9505.0390.

(h) "Respiratory therapy services" mean the services defined in chapter 147C.

(i) "Speechlanguage pathology services" mean the services defined in Minnesota Rules, part 9505.0390.

() "Skilled nurse visit" means professional nursing visit to complete nursing tasks required due to a recipient's
medical condition that can only be safely provided by a professional nurse to restore and maintain optimal health.

(k) "Storeandforward technology" means telehomecaresises that do not occur in real time via synchronous
transmissions such as diabetic and vital sign monitoring.

() "Telehomecare" means the use of telecommunications technology via liveyayvinteractive audiovisual
technology which may be augmenteddbgreandforward technology.

(m) "Telehomecare skilled nurse visit" means a visit by a professional nurse to deliver a skilled nurse visit to a
recipient located at a site other than the site where the nurse is located and is used in combinatioetevidcé
skilled nurse visits to adequately meet the recipient's needs.

Sec.10. Minnesota Statutes 2016, section 256B.0653, subdivision 3, is amended to read:

Subd.3. Home health aide visits (a) Home health aide visits must be provided by afmxithome health aide
using a written plan of care that is updated in compliance with Medicare regula#tioheme health aide shall
provide hand®n personal care, perform simple procedures as an extension of therapy or nursing services, and assist
in instrumental activities of daily living as defined in section 256B.0659, including assuring that the person gets to
medical appointments if identified in the written plan of cat®me health aide visitswustmaybe provided in the
recipient's homer in the community where normal life activities take the recipient

(b) All home health aide visits must have authorization under section 256B.0682commissioner shall limit
home health aide visits to no more than one visit per day per recipient.

(c) Homehealth aides must be supervised by a registered nurse or an appropriate therapist when providing
services that are an extension of therapy.
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Sec.11. Minnesota Statutes 2016, section 256B.0653, subdivision 4, is amended to read:

Subd.4. Skilled nurse visit services (a) Skilled nurse visit services must be provided by a registered nurse or
a licensed practical nurse under the supervision of a registered nurse, according to the written plan of care and
accepted standards of medical and nursing praaticerding to chapter 148Skilled nurse visit services must be
ordered by a physician and documented in a plan of care that is reviewed and approved by the ordering physician at
least once every 60 day#\ll skilled nurse visits must be medically necegsand provided in the recipient's home
residenceor in the community where normal life activities take the recipiertept as allowed under section
256B.0625, subdivision 6a.

(b) Skilled nurse visits include fate-face and telehomecare visits withimit of up to two visits per day per
recipient All visits must be based on assessed needs.

(c) Telehomecare skilled nurse visits are allowed when the recipient's health status can be accurately measured
and assessed without a need for a-faeface, landson encounter All telehomecare skilled nurse visits must have
authorization and are paid at the same allowable rates atoféaee skilled nurse visits.

(d) The provision of telehomecare must be made via live;wwa interactive audiovisual tecblogy and may
be augmented by utilizing steemdforward technologies Individually identifiable patient data obtained through
reattime or storeandforward technology must be maintained as health records according to sections 144.291 to
144.298 If the video is used for research, training, or other purposes unrelated to the care of the patient, the identity
of the patient must be concealed.

(e) Authorization for skilled nurse visits must be completed under section 256B.0652. A totalfateioeface
skilled nurse visits per calendar year do not require authoriza#dhtelehomecare skilled nurse visits require
authorization.

Sec.12. Minnesota Statutes 2016, section 256B.0653, subdivision 5, is amended to read:

Subd.5. Home care herapies (a) Home care therapies include the followirghysical therapy, occupational
therapy, respiratory therapy, and speech and language pathology therapy services.

(b) Home care therapies must be:

(1) provided in the recipient's residermein the community where normal life activities take the recipadter
it has been determined the recipient is unable to access outpatient therapy;

(2) prescribed, ordered, or referred by a physician and documented in a plan of care and reviewed, according to
Minnesota Rules, part 9505.0390;

(3) assessed by an appropriate therapist; and

(4) provided by a Medicareertified home health agency enrolled as a Medicaid provider agency.

(c) Restorative and specialized maintenance therapies must be providedngctoriflinnesota Rules, part
9505.0390 Physical and occupational therapy assistants may be used as allowed under Minnesota Rules, part

9505.0390, subpart 1, item B.

(d) For both physical and occupational therapies, the therapist and the therapsttstassiy not both bill for
services provided to a recipient on the same day.
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Sec.13. Minnesota Statutes 2016, section 256B.0653, subdivision 6, is amended to read:

Subd.6. Noncovered home health agency serviced he following are not eligible for gaent under medical
assistance as a home health agency service:

(1) telehomecare skilled nurses services that is communication between the home care nurse and recipient that
consists solely of a telephone conversation, facsimile, electronic mail, orsaltation between two health care
practitioners;

(2) the following skilled nurse visits:

(i) for the purpose of monitoring medication compliance with an established medication program for a recipient;

(i) administering or assisting with medicatiadministration, including injections, prefilling syringes for
injections, or oral medication setup of an adult recipient, when, as determined and documented by the registered
nurse, the need can be met by an available pharmacy or the recipient or axfambgr is physically and mentally
able to sefadminister or prefill a medication;

(iii) services done for the sole purpose of supervision of the home health aide or personal care assistant;

(iv) services done for the sole purpose to train other honithteggency workers;

(v) services done for the sole purpose of blood samples or lab draw when the recipient is able to access these
services outside the home; and

(vi) Medicare evaluation or administrative nursing visits required by Medicare;

(3) homehealth aide visits when the following activities are the sole purpose for the eizitpanionship,
socialization, household tasks, transportation, and educaten;

(4) home care therapies provided in other settings such as a-@higrogramor asan inpatient or when the
recipient can access therapy outside of the recipient's resjdamnte

(5) home health agency services without gualifying documentation of dddaee encounter as specified in
subdivision 7

Sec.14. Minnesota Statutes 2018ection 256B.0653, is amended by adding a subdivision to read:

Subd.7. Faceto-face encounter (a) A faceto-face encounter by a qualifying provider must be completed for
all home health services regardless of the need for prior authorization, twpfproviding a onetime perinatal
visit by skilled nursing The faceto-face encounter may occur through telemedicine as defined in section
256B.0625, subdivision 3bThe encounter must be related to the primary reason the recipient requires home healt
services and must occur within the 90 days before or the 30 days after the start of.serheesceto-face
encounter may be conducted by one of the following practitioners, licensed in Minnesota:

(1) a physician;

(2) a nurse practitioner or climtnurse specialist;

(3) a certified nurse midwife; or
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(4) a physician assistant.

(b) The allowed nonphysician practitioner, as described in this subdivision, performing th®-face
encounter must communicate the clinical findings of fhaeto-face encounter to the ordering physiciabhose
clinical findings must be incorporated into a written or electronic document included in the recipient's medical
record To assure clinical correlation between the feméace encounter and the asmted home health services,
the physician responsible for ordering the services must:

(1) document that the fage-face encounter, which is related to the primary reason the recipient requires home
health services, occurred within the required timeéogemnd

(2) indicate the practitioner who conducted the encounter and the date of the encounter.

(c) For home health services requiring authorization, including prior authorization, home health agencies must
retain the qualifying documentation of a faogface encounter as part of the recipient health service record, and
submit the qualifying documentation to the commissioner or the commissioner's designee upon request.

Sec.15. Minnesota Statutes 2016, section 256B.431, subdivision 30, is amended to

Subd.30. Bed layaway and delicensure (a) For rate years beginning on or after July 1, 2000, a nursing
facility reimbursed under this section which has placed beds on layaway shall, for purposes of application of the
downsizing incentive in subdBsion 3a, paragraph (c), and calculation of the rental per diem, have those beds given
the same effect as if the beds had been delicensed so long as the beds remain on Adythedyne of a layaway,

a facility may change its single bed election f@eun calculating capacity days under Minnesota Rules, part
9549.0060, subpart 11The property payment rate increase shall be effective the first day of the afialgthuary

or July, whichever occurs firédllowing the menthdatein which the layaway of the beds becomes effective under
section 144A.071, subdivision 4b.

(b) For rate years beginning on or after July 1, 2000, notwithstanding any provision to the contrary under section
256B.434, a nursing facility reimbursed undeattBection which has placed beds on layaway shall, for so long as
the beds remain on layaway, be allowed to:

(1) aggregate the applicable investment per bed limits based on the number of beds licensed immediately prior to
entering the alternative paymesyistem;

(2) retain or change the facility's single bed election for use in calculating capacity days under Minnesota Rules,
part 9549.0060, subpart 11; and

(3) establish capacity days based on the number of beds immediately prior to the layaway amcb#reon
beds after the layaway.

The commissioner shall increase the facility's property payment rate by the incremental increase in the rental per
diem resulting from the recalculation of the facility's rental per diem applying only the changes rdsuttiribe
layaway of beds and clauses (1), (2), and (3) a facility reimbursed under section 256B.434 completes a
moratorium exception project after its base year, the base year property rate shall be the moratorium project property
rate The base yearate shall be inflated by the factors in section 256B.434, subdivision 4, paragraphhé)
property payment rate increase shall be effective the first day of the pfatahuary or July, whichever occurs first
following thementhdatein which the lgaway of the beds becomes effective.
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(c) If a nursing facility removes a bed from layaway status in accordance with section 144A.071, subdivision 4b,
the commissioner shall establish capacity days based on the number of licensed and certified beatslity et f
on layaway and shall reduce the nursing facility's property payment rate in accordance with paragraph (b).

(d) For the rate years beginning on or after July 1, 2000, notwithstanding any provision to the contrary under
section 256B.434, aursing facility reimbursed under that section, which has delicensed beds after July 1, 2000, by
giving notice of the delicensure to the commissioner of health according to the notice requirements in section
144A.071, subdivision 4b, shall be allowed to:

(1) aggregate the applicable investment per bed limits based on the number of beds licensed immediately prior to
entering the alternative payment system;

(2) retain or change the facility's single bed election for use in calculating capacity days umsesdi Rules,
part 9549.0060, subpart 11; and

(3) establish capacity days based on the number of beds immediately prior to the delicensure and the number of
beds after the delicensure.

The commissioner shall increase the facility's property paymeniyatee incremental increase in the rental per
diem resulting from the recalculation of the facility's rental per diem applying only the changes resulting from the
delicensure of beds and clauses (1), (2), and (B facility reimbursed under sectiorb@B.434 completes a
moratorium exception project after its base year, the base year property rate shall be the moratorium project property
rate The base year rate shall be inflated by the factors in section 256B.434, subdivision 4, paragrdiie (c)
property payment rate increase shall be effective the first day of the wioddhuary or July, whichever occurs first
following thementhdatein which the delicensure of the beds becomes effective.

(e) For nursing facilities reimbursed under this sectipsection 256B.434, any beds placed on layaway shall
not be included in calculating facility occupancy as it pertains to leave days defined in Minnesota Rules, part
9505.0415.

(f) For nursing facilities reimbursed under this section or section 256Bth84rental rate calculated after
placing beds on layaway may not be less than the rental rate prior to placing beds on layaway.

(9) A nursing facility receiving a rate adjustment as a result of this section shall comply with 2&&id7
256R.06 subdvision 2 5.

(h) A facility that does not utilize the space made available as a result of bed layaway or delicensure under this
subdivision to reduce the number of beds per room or provide more common space for nursing facility uses or
perform other actities related to the operation of the nursing facility shall have its property rate increase calculated
under this subdivision reduced by the ratio of the square footage made available that is not used for these purposes
to the total square footage madeidable as a result of bed layaway or delicensure.

Sec.16. Minnesota Statutes 2016, section 256B.434, subdivision 4, is amended to read:

Subd.4. Alternate rates for nursing facilities. Effective for the rate years beginning on and after January 1,
2018, a nursing facility'ssase-mixproperty paymentratesrate for the second and subsequent years of a facility's
contract under this sectlon are the prewous rate yeanteraet Qrogerty payment#atesrate plus an inflation
adjustmen Bnd : ! ude-the cost of
b - e y.1Thedtdex for
the |nflat|on adjustment must be ledson the change in the Consumer Price In@ikatems (United States City
average) (CRU) forecasted by the




3452 JOURNAL OF THEHOUSE [38TH DAY

Reports and Forecasts Division of the Department of Human Serasdsrecsated in the fourth quarter of the
calendar year preceding the rate yedhe inflation adjustment must be based on thembth period from the
midpoint of the previous rate year to the midpoint of the rate year for which the rate is being dete o
ate vea inni ) , , . ; 004, July 1,

EFFECTIVE DATE . This section is effective the day following final enactment.

Sec.17. Minnesota Statutes 2016, section 256B.4913, subdivision dmeasded to read:

Subd.4a Rate stabilization adjustment (a) For purposes of this subdivision, "implementation period” means
the period beginning January 1, 2014, and ending on the last day of the month in which the rate management system
is populatedwith the data necessary to calculate rates for substantially all individuals receiving home and
communitybased waiver services under sections 256B.092 and 256EB&hding period" means the time period
beginning on January 1, 2014, and ending uporeimration of the 1anmonth period defined in paragraph (c),
clause (5).

(b) For purposes of this subdivision, the historical rate for all service recipients means the individual
reimbursement rate for a recipient in effect on December 1, 2013, except that

(1) for a day service recipient who was not authorized to receive these waiver services prior to January 1, 2014;
added a new service or services on or after January 1, 2014; or changed providers on or after January 1, 2014, the
historical rate must b¢he weighted averageuthorized rate for the providelumberin the county of service,
effective December 1, 2013; or

(2) for a unitbased service with programming or a tlised service without programming recipient who was
not authorized to receive the waiver services prior to January 1, 2014; added a new service or services on or after
January 1, 2014, or changed providers on or after January 1, 2014, the historical rate must be the weighted average
authorized rate for each provider number in thentpof service, effective December 1, 2013; or

(3) for residential service recipients who change providers on or after January 1, 2014, the historical rate must be
set by each lead agency within their county aggregate budget using their respective loggthimdaesidential
services effective December 1, 2013, for determining the provider rate for a similarly situated recipient being served
by that provider.

(c) The commissioner shall adjust individual reimbursement rates determined under this settiddriteounit
rate is no higher or lower than:

(1) 0.5 percent from the historical rate for the implementation period,;

(2) 0.5 percent from the rate in effect in clause (1), for then@@th period immediately following the time
period of clause (1);

(3) 0.5 percent from the rate in effect in clause (2), for then@@th period immediately following the time
period of clause (2);
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(4) 1.0 percent from the rate in effect in clause (3), for then@@th period immediately following the time
period of claus (3);

(5) 1.0 percent from the rate in effect in clause (4), for then@@th period immediately following the time
period of clause (4); and

(6) no adjustment to the rate in effect in clause (5) for thend@th period immediately following the time
period of clause (5) During this banding rate period, the commissioner shall not enforce any rate decrease or
increase that would otherwise result from the end of the banding pérteelcommissioner shall, upon enactment,
seek federal approval for tlagldition of this banding period.

(d) The commissioner shall review all changes to rates that were in effect on December 1, 2013, to verify that
the rates in effect produce the equivalent level of spending and service unit utilization on an annuathusssras
effect on October 31, 2013.

(e) By December 31, 2014, the commissioner shall complete the review in paragraph (d), adjust rates to provide
equivalent annual spending, and make appropriate adjustments.

(f) During the banding period, the Medicditianagement Information System (MMIS) service agreement rate
must be adjusted to account for change in an individual's. ndée commissioner shall adjust the Medicaid
Management Information System (MMIS) service agreement rate by:

(1) calculating a serwe rate under section 256B.4914, subdivision 6, 7, 8, or 9, for the individual with variables
reflecting the level of service in effect on December 1, 2013;

(2) calculating a service rate under section 256B.4914, subdivision 6, 7, 8, or 9, for theduaddivth variables
reflecting the updated level of service at the time of application; and

(3) adding to or subtracting from the Medicaid Management Information System (MMIS) service agreement
rate, the difference between the values in clauses (1) and (2

(g) This subdivision must not apply to rates for recipients served by providers new to a given county after
January 1, 2014Providers of personal supports services who also acted as fiscal support entities must be treated as
new providers as of Jamyal, 2014.

EFFECTIVE DATE . This section is effective the day following final enactment.

Sec.18. Minnesota Statutes 2016, section 256B.4913, is amended by adding a subdivision to read:

Subd.7. New services (a) A service added to section 256B.4%fter January 1, 2014, is not subject to rate
stabilization adjustment in this section.

(b) Employment support services authorized after January 1, 2018, under the new employment support services
definition according to the home and commuilibsed sergies waivers for people with disabilities under sections
256B.092 and 256B.49 are not subject to rate stabilization adjustment in this section.

EFFECTIVE DATE . This section is effective the day following final enactment.
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Sec.19. Minnesota Statutes 201€ection 256B.4914, subdivision 2, is amended to read:

Subd.2. Definitions. (a) For purposes of this section, the following terms have the meanings given them,
unless the context clearly indicates otherwise.

(b) "Commissioner" means the commissiooEhuman services.

(c) "Component value" means underlying factors that are part of the cost of providing services that are built into
the waiver rates methodology to calculate service rates.

(d) "Customized living tool" means a methodology for settimyise rates that delineates and documents the
amount of each component service included in a recipient's customized living service plan.

(e) "Disability waiver rates system" means a statewide system that establishes rates that are based on uniform
proceses and captures the individualized nature of waiver services and recipient needs.

(f "Individual staffing" means the time spent as a-tmene interaction specific to an individual recipient by
staff to provide direct support and assistance with aiesvivf daily living, instrumental activities of daily living,
and training to participants, and is based on the requirements in each individual's coordinated service and support
plan under section 245D.02, subdivision 4b; any coordinated service and tsplamoaddendum under section
245D.02, subdivision 4c; and an assessment tdovider observation of an individual's needs must also be
considered.

(g) "Lead agency" means a county, partnership of counties, or tribal agency charged with administering
waivered services under sections 256B.092 and 256B.49.

(h) "Median" means the amount that divides distribution into two equal groupsatfrebove the median and
onehalf below the median.

(i) "Payment or rate" means reimbursement to an eligible profadeservices provided to a qualified individual
based on an approved service authorization.

() "Rates management system" means a Wased software application that uses a framework and component
values, as determined by the commissioner, to estawisfice rates.

(k) "Recipient" means a person receiving home and commbaggd services funded under any of the disability
waivers.

(h "Shared staffing" means time spent by employees, not defined under paragraph (f), providing or available to
providemore than one individual with direct support and assistance with activities of daily living as defined under
section 256B.0659, subdivision 1, paragraph (b); instrumental activities of daily living as defined under section
256B.0659, subdivision 1, paragta(i); ancillary activities needed to support individual services; and training to
participants, and is based on the requirements in each individual's coordinated service and support plan under
section 245D.02, subdivision 4b; any coordinated service saipghort plan addendum under section 245D.02,
subdivision 4c; an assessment tool; and provider observation of an individual's servicd oke¢dhared staffing
hours are divided proportionally by the number of individuals who receive the shared sesvis®ps.

(m) "Staffing ratio" means the number of recipients a service provider employee supports during a unit of
service based on a uniform assessment tool, provider observation, case history, and the recipient's services of choice,
and not based ohe staffing ratios under section 245D.31.
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(n) "Unit of service" means the following:

(1) for residential support services under subdivision 6, a unit of service is aAdgyportion of any calendar
day, within allowable Medicaid rules, whereiadividual spends time in a residential setting is billable as a day;

(2) for day services under subdivision 7:
(i) for day training and habilitation services, a unit of service is either:

(A) a day unit of service is defined as six or more hours of tepent providing direct services and
transportation; or

(B) a partial day unit of service is defined as fewer than six hours of time spent providing direct services and
transportation; and

(C) for new day service recipients after January 1, 2014, 16tenimits of service must be used for fewer than
six hours of time spent providing direct services and transportation;

(ii) for adult day and structured day services, a unit of service is a day or 15 miAudag unit of service is six
or more hours dfime spent providing direct services;

(i) for prevocational services, a unit of service is a day or an.hAutay unit of service is six or more hours of
time spent providing direct service;

(3) for unitbased services with programming under sulsitvi 8:

(i) for supported living services, a unit of service is a day or 15 minuéisen a day rate is authorized, any
portion of a calendar day where an individual receives services is billable as a day; and

(ii) for all other services, a unit of séce is 15 minutes; and

(4) for unitbased services without programming under subdivision 9

icesa unit of service is—day-orl5 minutes When-a-dayrate-is-authorized;—any-peortion of a
individ eceivesmmyis billable-as-a-¢ nd

eRaalr—Gaay-—AWhenR-a V-2

GJ)—felLaH—e%her—serees—a—umm—seF\Aeeqs—l—S—mmu" i ; i ice inutes.

EFFECTIVE DATE . This section is effective upon federal approvdlhe commissioner of human services
shall notify the revisor of statutes when federal apprisvabtained.

Sec.20. Minnesota Statutes 2016, section 256B.4914, subdivision 3, is amended to read:

Subd.3. Applicable services Applicable services are those authorized under the state's home and
communiy-based services waivers under sections 288Band 256B.49, including the following, as defined in the
federally approved home and commurigsed services plan:

(1) 24-hour customized living;

(2) adult day care;
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(3) adult day care bath;

(4) behavioral programming;

(5) companion services;

(6) customized living;

(7) day training and habilitation;
(8) housing access coordination;
(9) independent living skills;

(10) inhome family support;

(12) night supervision;

(12) personal support;

(13) prevocational services;

(14) residential carservices;

(15) residential support services;
(16) respite services;

(17) structured day services;
{18)-supported-employment-services;
49) (18) supported living services;
£20) (19) transportation serviceand

(20) independent living skills specistliservices;

(21) employment exploration services;

(22) employment development services;

(23) employment support services; and

23) (24) other services as approved by the federal government in the state home and cebasediservices plan

EFFECTIVE DATE . This section is effective upon federal approval, except clause (20) is effective January 1,
2020 The commissioner of human services shall notify the revisor of statutes when federal approval is obtained.
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Sec.21. Minnesota Statute®016, section 256B.4914, subdivision 5, is amended to read:

Subd.5. Base wage index and standard component values(a) The base wage index is established to
determine staffing costs associated with providing services to individuals receiving homenamdnity-based
services For purposes of developing and calculating the proposed base wage, Mirspesutia wages taken from
job descriptions and standard occupational classification (SOC) codes from the Bureau of Labor Statistics as defined
in the mosrecent edition of the Occupational Handbook must be.u$bé base wage index must be calculated as
follows:

(1) for residential direct care staff, the sum of:

(i) 15 percent of the subtotal of 50 percent of the median wage for persanhbare healt aide (SOC code
39-9021); 30 percent of the median wage for nursiisg assistan{SOC code31-101231-1014); and 20 percent of
the median wage for social and human services aide (SOC cedi®2}); and

(i) 85 percent of the subtotal of 20 percent lo¢ tmedian wage for home health aide (SOC codé@1l);
20 percent of the median wage for personal and home health aide (SOC e®0213920 percent of the median
wage for nursingaide assistant(SOC code31-1012 31-1014); 20 percent of the median wager fpsychiatric
technician (SOC code 22053); and 20 percent of the median wage for social and human services aide (SOC code
21-1093);

(2) for day services, 20 percent of the median wage for nuesdegassistan{SOC code31-101231-1019;
20 percent otthe median wage for psychiatric technician (SOC cod2@38); and 60 percent of the median wage
for social and human services aide (SOC codé@i3);

(3) for residential asleepvernight staff, the wageil-be-$7-66-perheuis the minimum wage in Mimesota for
large employersexcept in a family foster care setting, the wagg2i80-per-houB6 percent of the minimum wage
in Minnesota for large employers

(4) for behavior program analyst staff, 100 percent of the median wage for mental healthoce(8€2C code
21-1014);

(5) for behavior program professional staff, 100 percent of the median wage for clinical counseling and school
psychologist (SOC code 13031);

(6) for behavior program specialist staff, 100 percent of the median wapsyfdhmiatric technicians (SOC code
29-2053);

(7) for supportive living services staff, 20 percent of the median wage for nuaslagssistan{SOC code
31-101231-10149); 20 percent of the median wage for psychiatric technician (SOC cegle53); and 6@ercent of
the median wage for social and human services aide (SOC cd®3};

(8) for housing access coordination stéﬁ 100 percent of the medlan wage for communlty and social services
specialist (SOC code 21099); : .

21-1093);

(9) for in-home family support staff, 20 percent of the median wage for nursing aide (SOC cd84 31
30 percent of the median wage for community social service specialist (SOC cdd®?)] 40percent of the
median wage for social and human services aide (SOC ced898); and ten percent of the median wage for
psychiatric technician (SOC code-2053);
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(10) for independent living skills staff, 40 percent of the median wage for community seiiice specialist
(SOC code 211099); 50 percent of the median wage for social and human services aide (SOC-t688)24and
ten percent of the median wage for psychiatric technician (SOC cezi@529;

(11) for independent living skills specialigaff, 100 percent of mental health and substance abuse social worker
(SOC code 211023);

&1 (12) for suppertecemploymentsupports servicestaff, 20 50 percent of the median wage feursing-aide

rehabilitation counselofSOC code31-1012 21-1015; 20-percent-of the-median-wage-for-psychiatric-technician
{SOC-code-22053); and 60 50 percent of the median wage foommunity andsocial and-humarservicesaide

specialis{SOC code21-109321-1099);

(13) for employment exploration services staff, 50 parcé the median wage for rehabilitation counselor (SOC
code 211015); and 50 percent of the median wage for community and social services specialist (SOC1688e 21

(14) for employment development services staff, 50 percent of the median wageidation, guidance, school,
and vocational counselors (SOC codel®n?2); and 50 percent of the median wage for community and social
services specialist (SOC code-2099);

2) (15) for adult companion staff, 50 percent of the median wage for persothddcane care aide (SOC code
39-9021); and 50 percent of the median wage for nursidgs,—erdetlies—and-attendamtssistant(SOC code
31-101231-1014);

3) (16) for night supervision staff, 20 percent of the median wage for home health aide (SO&L-dddd);
20 percent of the median wage for personal and home health aide (SOC €221 320 percent of the median
wage for nursingaide assistant(SOC code31-1042 31-1014); 20 percent of the median wage for psychiatric
technician (SOC code 2ZB053);and 20 percent of the median wage for social and human services aide (SOC code
21-1093);

&4 (17) for respite staff, 50 percent of the median wage for personal and home care aide (SOG3fiB);39
and 50 percent of the median wage for nurshides.—oderlies—and—attendantssistant(SOC code31-1012
31-10149;

15) (18) for personal support staff, 50 percent of the median wage for personal and home care aide (SOC code
39-9021); and 50 percent of the median wage for nursidgs—orderlies,—and—atismts assistant(SOC code
31-101231-1014);

£46) (19) for supervisory staff, the basic wage is $17.43 per hour with exception of the supervisor of behavior
analyst and behavior specialists, which must be $30.75 per hour;

&7 (20) for registered nursehé basic wage is $30.82 per hour; and

8) (21) for licensed practical nurstaff, the-basic-wage-is-$18-64-per-hdd0 percent of the median wage for
licensed practical nurses (SOC code?P®1)

(b) Component values for residential support senéces
(1) supervisory span of control ratidl percent;

(2) employee vacation, sick, and training allowance rai@1 percent;
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(3) employeerelated cost ratio23.6 percent;

(4) general administrative support ratib3.25 percent;

(5) programrelated expense ratidt.3 percent; and

(6) absence and utilization factor rati®:9 percent.

(c) Component values for family foster care are:

(1) supervisory span of control ratidl percent;

(2) employee vacation, sick, and training allowance r&8i@1 percent;
(3) employeerelated cost ratio23.6 percent;

(4) general administrative support rati®:3 percent;

(5) programrelated expense ratidt.3 percent; and

(6) absence factorl.7 percent.

(d) Component values for day servicesdbrservices are:

(1) supervisory span of control ratidl percent;

(2) employee vacation, sick, and training allowance rai@1 percent;
(3) employeerelated cost ratio23.6 percent;

(4) program plan support ratid.6 percent;

(5) client ppgramming and support ratiden percent;

(6) general administrative support ratib3.25 percent;

(7) programrelated expense ratidt.8 percent; and

(8) absence and utilization factor rati®:95.9 percent.

(e) Component values for ufisedservices with programming are:
(1) supervisory span of control ratidl percent;

(2) employee vacation, sick, and training allowance rai@21 percent;
(3) employeerelated cost ratio23.6 percent;

(4) program plan supports rati@2 15.5percent;

(5) client programming and supports rat&64.7 percent;
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(6) general administrative support ratib3.25 percent;

(7) progrararelated expense ratid.1 percent; and

(8) absence and utilization factor rati®:9 percent.

(f) Componenvalues for unibased services without programming except respite are:

(1) supervisory span of control ratidl percent;

(2) employee vacation, sick, and training allowance rai@21 percent;

(3) employeerelated cost ratio23.6 percent;

(4) pragram plan support ratio3-1 7.0 percent;

(5) client programming and support rati8:6 2.3 percent;

(6) general administrative support ratib3.25 percent;

(7) progrararelated expense ratid-1 2.9 percent; and

(8) absence and utilization factatio: 3.9 percent.

(g) Component values for uritased services without programming for respite are:

(1) supervisory span of control ratidl percent;

(2) employee vacation, sick, and training allowance re8i@l percent;

(3) employeerelatedcost ratio: 23.6 percent;

(4) general administrative support ratib3.25 percent;

(5) progrararelated expense ratidd-1 2.9 percent; and

(6) absence and utilization factor rati®:9 percent.

(h) On July 1, 2017, the commissioner shall updatd#se wage index in paragraph (a) based on the wage data
by standard occupational code (SOC) from the Bureau of Labor Statistics available on December.3Th2016

commissioner shall publlsh these updated values and load them into the rate manageenenﬁibys;adfustment

adiustmen nd-bhevond ha commissione e the data—available on
Deeembe%i—ef—the—ealendar—ye&r—fwe—years—prlﬁm Januarv 1, 2022, and every two years thereafter, the
commissioner sl update the base wage index in paragraph (a) based on the most recently available wage data by
standard occupational code (SOC) from the Bureau of Labor Statistice commissioner shall publish these
updated values and load them into the rate managesystem.

(i) On July 1, 2017, the commissioner shall update the framework componpatagraphs-{b)-to{garagraph (d
clause (5); paragraph (e), clause (5); and paragraph (f), clauseli@ivision 6, clauses (8) and (9); and subdivision 7
clauseq10), (16), and (17), for changes in the Consumer Price IndBixe commissioner will adjust these values
higher or lower by the percentage change in the Consumer Price-Aild@ms, United States city average
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(CPI-V) from January 1, 2014, to Jary 1, 2017 The commissioner shall publish these updated values and load
them into the rate management systeﬁhs—adwstmen#eeeu#s—we%#e—yeatﬁe#adje&ments—m—zgzé—and

. y gary 1
et—theeeu#ent—eatendar—yea@n Januarv 1, 2022 and every two years thereafter the commissioner shaII update the
framework components in paragraph (d), clause (5); paragraph (e), clause (5); and pdfagdphse (5);
subdivision 6, clauses (8) and (9); and subdivision 7, clauses (10), (16), and (17), for changes in the Consumer Price
Index The commissioner shall adjust these values higher or lower by the percentage change in the Consumer Price
IndexAll Items, United States city average (GP) from the date of the previous update to the date of the data most
recently available prior to the scheduled updatde commissioner shall publish these updated values and load
them into the rate managemenst&m.

e on Bising

(1) _In this subdivision, if Bureau of Labor Statistics occupational codes or Consumer Price Index items are
unavailable in the future, the commissioner shall recommend to the legislature codes or items to update and replace
missing component values.

(k) The commissioner must ensure that wage values and component values in subdivisions 5 to 9 reflect the cost
to provide the serviceAs determined by the commissioner, in consultation with stakeholders identified in section
256B.4913, subdivision 5, jprovider enrolled to provide services with rates determined under this section must
submit business cost data to the commissioner to support research on the cost of providing services that have rates
determined by the disability waiver rates systdRequred business cost data includes, but is not limited to:

(1) worker wage costs;

(2) benefits paid;

(3) supervisor wage Costs;

(4) executive wage costs;

(5) vacation, sick, and training time paid;

(6) taxes, workers' compensation, and unemployimsatance costs paid;

(7) administrative costs paid;

(8) program costs paid;

(9) transportation costs paid;

(10) vacancy rates; and

(11) other data relating to costs required to provide services requested by the commissioner.

() A provider must subih cost component data at least once in any-ywer period, on a schedule determined
by the commissioner, in consultation with stakeholders identified in section 256B.4913, subdividianpbovider
fails to submit required reporting data, the conmieiser shall provide notice to providers that have not provided
required data 30 days after the required submission date, and a second notice for providers who have not provided
required data 60 days after the required submission ddte commissioner siti temporarily suspend payments to
the provider if cost component data is not received 90 days after the required submissiditidteld payments
shall be made once data is received by the commissioner.
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(m) The commissioner shall conduct a random taoflidata submitted under paragraph (k) to ensure data
accuracy The commissioner shall analyze cost documentation in paragraph (k) and provide recommendations for
adjustments to cost components.

(n) The commissioner shall analyze cost documentatiomriagoaph (k) and, in consultation with stakeholders
identified in section 256B.4913, subdivision 5, may submit recommendations on component values and inflationary
factor adjustments to the chairs and ranking minority members of the legislative commititegsisdiction over
human services every four years beginning January 1,.2088 commissioner shall make recommendations in
conjunction with reports submitted to the legislature according to subdivision 10, paragraphg@&ommissioner
shall rel@se business cost data in an aggregate form, and business cost data from individual providers shall not be
released except as provided for in current law.

(0) The commissioner, in consultation with stakeholders identified in section 256B.4913, subdiyishull
develop and implement a process for providing training and technical assistance necessary to support provider
submission of cost documentation required under paragraph (k).

EFFECTIVE DATE . (a) The amendments to paragraphs (a) to (g)effiective January 1, 2018, except
paragraph (d), clause (8), is effective January 1, 2019.

(b) The amendments to paragraphs (h) to (o) are effective the day following final enactment.

Sec.22. Minnesota Statutes 2016, section 256B.4914, subdivisiané@nended to read:

Subd.6. Payments for residential support services (a) Payments for residential support services, as defined
in sections 256B.092, subdivision 11, and 256B.49, subdivision 22, must be calculated as follows:

(1) determine the numbef shared staffing and individual direct staff hours to meet a recipient's needs provided
on site or through monitoring technology;

(2) personnel hourly wage rate must be based on the 2009 Bureau of Labor Statistics Mapessitarates or
rates deried by the commissioner as provided in subdivisio bis is defined as the direcare rate;

(3) for a recipient requiring customization for deaf and fudrdearing language accessibility under subdivisian 12
add the customization rate provided in division 12 to the result of clause (2] his is defined as the customized
directcare rate;

(4) multiply the number of shared and individual direct staff hours provided on site or through monitoring
technology and nursing hours by the appropriate staffes in subdivision 5, paragraph (a), or the customized
directcare rate;

(5) multiply the number of shared and individual direct staff hours provided on site or through monitoring
technology and nursing hours by the product of the supervision spantoflgatio in subdivision 5, paragraph (b),
clause (1), and the appropriate supervision wage in subdivision 5, paragraph (aY1€p{i;

(6) combine the results of clauses (4) and (5), excluding any shared and individual direct staff hourd provide
through monitoring technology, and multiply the result by one plus the employee vacation, sick, and training
allowance ratio in subdivision 5, paragraph (b), clauseTB)s is defined as the direct staffing cost;

(7) for employeeelated expenses, tiply the direct staffing cost, excluding any shared and individual direct
staff hours provided through monitoring technology, by one plus the emplelged cost ratio in subdivision 5,
paragraph (b), clause (3);
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(8) for client programming and suppgrtse commissioner shall add $2,179; and

(9) for transportation, if provided, the commissioner shall add $1,680, or $3,000 if customized for adapted
transport, based on the resident with the highest assessed need.

(b) The total rate must be calculatgging the following steps:

(1) subtotal paragraph (a), clauses (7) to (9), and the direct staffing cost of any shared and individual direct staff
hours provided through monitoring technology that was excluded in clause (7);

(2) sum the standard generaldaadministrative rate, the prograrlated expense ratio, and the absence and
utilization ratio;

(3) divide the result of clause (1) by one minus the result of clausd (& is the total payment amount; and

(4) adjust the result of clause (3) by a&ctor to be determined by the commissioner to adjust for regional
differences in the cost of providing services.

(c) The payment methodology for customized living;H®tir customized living, and residential care services
must be the customized living todRevisions to the customized living tool must be made to reflect the services and
activities unique to disabilityelated recipient needs.

(d) For individuals enrolled prior to January 1, 2014, the days of service authorized must meet or exceed the
daysof service used to convert service agreements in effect on December 1, 2013, and must not result in a reduction
in spending or service utilization due to conversion during the implementation period under section 256B.4913,
subdivision 4a If during the mplementation period, an individual's historical rate, including adjustments required
under section 256B.4913, subdivision 4a, paragraph (c), is equal to or greater than the rate determined in this
subdivision, the number of days authorized for the indi&ids 365.

(e) The number of days authorized for all individuals enrolling after January 1, 2014, in residential services must
include every day that services start and end.

Sec.23. Minnesota Statutes 2016, section 256B.4914, subdivision 7, is amtendea:

Subd.7. Payments for day programs Payments for services with day programs including adult day care, day
treatment and habilitation, prevocational services, and structured day services must be calculated as follows:

(1) determine the numbef units of service and staffing ratio to meet a recipient's needs:

(i) the staffing ratios for the units of service provided to a recipient in a typical week must be averaged to
determine an individual's staffing ratio; and

(i) the commissioner, in caultation with service providers, shall develop a uniform staffing ratio worksheet to
be used to determine staffing ratios under this subdivision;

(2) personnel hourly wage rates must be based on the 2009 Bureau of Labor Statistics Mipeefataats
or rates derived by the commissioner as provided in subdivision 5;

(3) for a recipient requiring customization for deaf and fwdrbdearing language accessibility under subdivisian 12
add the customization rate provided in subdivision 12 to the resalause (2) This is defined as the customized
directcare rate;
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(4) multiply the number of day program direct staff hours and nursing hours by the appropriate staff wage in
subdivision 5, paragraph (a), or the customized ditace rate;

(5) multiply the number of day direct staff hours by the product of the supervision span of control ratio in
subdivision 5, paragraph (d), clause (1), and the appropriate supervision wage in subdivision 5, paragraph (a), clause

26) (19);

(6) combine theesults of clauses (4) and (5), and multiply the result by one plus the employee vacation, sick,
and training allowance ratio in subdivision 5, paragraph (d), claus& @3 is defined as the direct staffing rate;

(7) for program plan support, multipthe result of clause (6) by one plus the program plan support ratio in
subdivision 5, paragraph (d), clause (4);

(8) for employeeaelated expenses, multiply the result of clause (7) by one plus the empbtgteel cost ratio in
subdivision 5, paragrapld), clause (3);

(9) for client programming and supports, multiply the result of clause (8) by one plus the client programming
and support ratio in subdivision 5, paragraph (d), clause (5);

(20) for program facility costs, add $19.30 per week with camaitbn of staffing ratios to meet individual
needs;

(11) for adult day bath services, add $7.01 per 15 minute unit;
(12) this is the subtotal rate;

(13) sum the standard general and administrative rate, the progleated expense ratio, and the abseand
utilization factor ratio;

(14) divide the result of clause (12) by one minus the result of clauseTfB)is the total payment amount;

(15) adjust the result of clause (14) by a factor to be determined by the commissioner to adjust for regional
differences in the cost of providing services;

(16) for transportation provided as part of day training and habilitation for an individual who does not require a
lift, add:

(i) $10.50 for a trip between zero and ten miles for a nonshared rideshice without a lift, $8.83 for a shared
ride in a vehicle without a lift, and $9.25 for a shared ride in a vehicle with a lift;

(i) $15.75 for a trip between 11 and 20 miles for a nonshared ride in a vehicle without a lift, $10.58 for a shared
ride ina vehicle without a lift, and $11.88 for a shared ride in a vehicle with a lift;

(iii) $25.75 for a trip between 21 and 50 miles for a nonshared ride in a vehicle without a lift, $13.92 for a shared
ride in a vehicle without a lift, and $16.88 for a gthride in a vehicle with a lift; or

(iv) $33.50 for a trip of 51 miles or more for a nonshared ride in a vehicle without a lift, $16.50 for a shared ride
in a vehicle without a lift, and $20.75 for a shared ride in a vehicle with a lift;
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(17) for transpdation provided as part of day training and habilitation for an individual who does require alift, add

(i) $19.05 for a trip between zero and ten miles for a nonshared ride in a vehicle with a lift, and $15.05 for a
shared ride in a vehicle with a |ift

(i) $32.16 for a trip between 11 and 20 miles for a nonshared ride in a vehicle with a lift, and $28.16 for a
shared ride in a vehicle with a lift;

(iii) $58.76 for a trip between 21 and 50 miles for a nonshared ride in a vehicle with a lift, aié $%8a
shared ride in a vehicle with a lift; or

(iv) $80.93 for a trip of 51 miles or more for a nonshared ride in a vehicle with a lift, and $80.93 for a shared
ride in a vehicle with a lift.

Sec.24. Minnesota Statutes 2016, section 256B.4914, sigidn 8, is amended to read:

Subd.8. Payments for unitbased services with programming Payments for unibased services with
programming, including behavior programming, housing access coordinatibome family support, independent
living skills training, independent living skills specialist servicémurly supported living servicegmployment
exploration services, employment development servaredsupportecemploymentsupport serviceprovided to an
individual outside of any day or resideitservice plan must be calculated as follows, unless the services are
authorized separately under subdivision 6 or 7:

(1) determine the number of units of service to meet a recipient's needs;

(2) personnel hourly wage rate must be based on theR@@2wu of Labor Statistics Minnesegpecific rates or
rates derived by the commissioner as provided in subdivision 5;

(3) for a recipient requiring customization for deaf and fudrdearing language accessibility under subdivision 12
add the customizimn rate provided in subdivision 12 to the result of clause T2jis is defined as the customized
directcare rate;

(4) multiply the number of direct staff hours by the appropriate staff wage in subdivision 5, paragraph (a), or the
customizedlirectcare rate;

(5) multiply the number of direct staff hours by the product of the supervision span of control ratio in subdivision 5
paragraph (e), clause (1), and the appropriate supervision wage in subdivision 5, paragraph (g)éx(403e

(6) combine the results of clauses (4) and (5), and multiply the result by one plus the employee vacation, sick,
and training allowance ratio in subdivision 5, paragraph (e), claus@ (8 is defined as the direct staffing rate;

(7) for program plan fuport, multiply the result of clause (6) by one plus the program plan supports ratio in
subdivision 5, paragraph (e), clause (4);

(8) for employeeaelated expenses, multiply the result of clause (7) by one plus the empétstes cost ratio in
subdivisbn 5, paragraph (e), clause (3);

(9) for client programming and supports, multiply the result of clause (8) by one plus the client programming and
supports ratio in subdivision 5, paragraph (e), clause (5);

(10) this is the subtotal rate;
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(11) sum the sindard general and administrative rate, the progedated expense ratio, and the absence and
utilization factor ratio;

(12) divide the result of clause (10) by one minus the result of clauseThik)is the total payment amount;

(13) for suppertecemploymentsupport serviceprovided in a shared manner, divide the total payment amount in
clause (12) by the number of service recipients, not to extteedsix. For independent living skills training
provided in a shared manner, divide the total paytraenount in clause (12) by the number of service recipients, not

to exceed two; and

(14) adjust the result of clause (13) by a factor to be determined by the commissioner to adjust for regional
differences in the cost of providing services.

EFFECTIVE DA TE. This section is effective the day following final enactment.

Sec.25. Minnesota Statutes 2016, section 256B.4914, subdivision 9, is amended to read:

Subd.9. Payments for unitbased services without programming Payments for unibased servicewithout
programming, including night supervision, personal support, respite, and companion care provided to an individual
outside of any day or residential service plan must be calculated as follows unless the services are authorized
separately under suhion 6 or 7:

(1) for all services except respite, determine the number of units of service to meet a recipient's needs;

(2) personnel hourly wage rates must be based on the 2009 Bureau of Labor Statistics Mépeefataate or
rates derived by theommissioner as provided in subdivision 5;

(3) for a recipient requiring customization for deaf and ‘wdrdearing language accessibility under subdivision 12
add the customization rate provided in subdivision 12 to the result of claus€h(i®)is defined as the customized
direct care rate;

(4) multiply the number of direct staff hours by the appropriate staff wage in subdivision 5 or the customized
direct care rate;

(5) multiply the number of direct staff hours by the product of the supervision span of control ratio in
subdivision 5, paragraph (f), clause (1), and the appropriate supervision wage in subdivision 5, paragraph (a), clause

26) (19);

(6) combine the redts of clauses (4) and (5), and multiply the result by one plus the employee vacation, sick,
and training allowance ratio in subdivision 5, paragraph (f), clauseT(2} is defined as the direct staffing rate;

(7) for program plan support, multiply thresult of clause (6) by one plus the program plan support ratio in
subdivision 5, paragraph (f), clause (4);

(8) for employeeelated expenses, multiply the result of clause (7) by one plus the emptgteel cost ratio in
subdivision 5, paragraph (8lause (3);

(9) for client programming and supports, multiply the result of clause (8) by one plus the client programming
and support ratio in subdivision 5, paragraph (f), clause (5);

(10) this is the subtotal rate;
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(11) sum the standard general andnadstrative rate, the progranelated expense ratio, and the absence and
utilization factor ratio;

(12) divide the result of clause (10) by one minus the result of clauseT(ik)is the total payment amount;

(13) for respite services, determine thenber of day units of service to meet an individual's needs;

(14) personnel hourly wage rates must be based on the 2009 Bureau of Labor Statistics MspeeHimaate
or rates derived by the commissioner as provided in subdivision 5;

(15) for a reqgdient requiring deaf and haaf-hearing customization under subdivision 12, add the
customization rate provided in subdivision 12 to the result of clause {3 is defined as the customized direct
care rate;

(16) multiply the number of direct stdfburs by the appropriate staff wage in subdivision 5, paragraph (a);

(17) multiply the number of direct staff hours by the product of the supervisory span of control ratio in
subdivision 5, paragraph (g), clause (1), and the appropriate supervisiomveadpelivision 5, paragraph (a), clause

(26) (19);

(18) combine the results of clauses (16) and (17), and multiply the result by one plus the employee vacation,
sick, and training allowance ratio in subdivision 5, paragraph (g), clause (2). This idl dsfihe direct staffing rate;

(19) for employeeelated expenses, multiply the result of clause (18) by one plus the empidtatee cost ratio
in subdivision 5, paragraph (g), clause (3);

(20) this is the subtotal rate;

(21) sum the standard geneeasdd administrative rate, the prograelated expense ratio, and the absence and
utilization factor ratio;

(22) divide the result of clause (20) by one minus the result of clauseTRik)is the total payment amount; and

(23) adjust the result of clags (12) and (22) by a factor to be determined by the commissioner to adjust for
regional differences in the cost of providing services.

Sec.26. Minnesota Statutes 2016, section 256B.4914, subdivision 10, is amended to read:
Subd.10. Updating payment values and additional information. (a) From January 1, 2014, through
December 31, 2017, the commissioner shall develop and implement uniform procedures to refine terms and adjust

values used to calculate payment rates in this section.

(b) No later thanully 1, 2014, the commissioner shall, within available resources, begin to conduct research and
gather data and information from existing state systems or other outside sources on the following items:

(1) differences in the underlying cost to provgivices and care across the state; and
(2) mileage, vehicle type, lift requirements, incidents of individual and shared rides, and units of transportation

for all day services, which must be collected from providers using the rate management workkeeétrad into
the rates management system; and
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(3) the distinct underlying costs for services provided by a license holder under sections 245D.05, 245D.06,
245D.07, 245D.071, 245D.081, and 245D.09, and for services provided by a license holder cadédieseation
245D.33.

(c) Bedginning January 1, 2014, through December 31, 20di8g a statistically valid set of rates management
system data, the commissioner, in consultation with stakeholders, shall analyze for each service the average
difference inthe rate on December 31, 2013, and the framework rate at the individual, provider, lead agency, and
state levels The commissioner shall issue semiannual reports to the stakeholders on the difference in rates by
service and by county during the bandpegiod under section 256B.4913, subdivision Zhe commissioner shall
issue the first report by October 1, 20a4d the final report shall be issued by December 31,.2018

(d) No later than July 1, 2014, the commissioner, in consultation with stakethyadtall begin the review and
evaluation of the following values already in subdivisions 6 to 9, or issues that impact all services, including, but not
limited to:

(1) values for transportation ratiEs-day-services
2 : . . dential ices:

£3) (2) values for services where monitoring technology replaces staff time;
) (3) values for indirect services;

{5) (4) values for nursing;

{6)-component-values-for-independentlivingskills;
(7)-component-values-for-fampifostercare-that reflect licensingrequirements;

ity factor;

&3 (5) values for the facility use rate in day services, and the weightings used in the day service ratios and
adjustments to those weightings;

2 (6) values for workers' compensation as part of emplogkdted expenses;

3) (7) values 6r unemployment insurance as part of emplengated expenses;

ion-of group

{45) (8) any changes in state or federal law watha directimpact on the underlying cost of providing home and
communitybased servicesand

(9) outcome measures, determined by the commissioner, for home and corvimageiy service rates
determined under this section.
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(e) The commissioner shall report to the chairs and the ranking minority members of the legislative committees
and divisions with jurisdiction over health and human services policy and finance with the informatidatand
gathered under paragraphs (b) to (d) on the following dates:

(1) January 15, 2015, with preliminary results and data;

(2) January 15, 2016, with a status implementation update, and additional data and summary information;

(3) January 15, 201with the full report; and

(4) January 1520192020 with another full report, and a full report once every four years thereafter.

o (d), the
identified

{g) (f) The commissioner shall implement a regional adjustment factor to all rate calculations in subdivisigns 6 to 9
effective no later than January 1, 201Beginning July 1, 2017, the commissioner shall renew analysis and
implement changes to thegienal adjustment factors when adjustments required under subdivision 5, paragraph (h),
occur Prior to implementation, the commissioner shall consult with stakeholders on the methodology to calculate
the adjustment.

) (g) The commissioner shaprovide a public notice via LISTSERV in October of each year beginning
October 1, 2014, containing information detailing legislatively approved changes in:

(1) calculation values including derived wage rates and related employee and administrative factors
(2) service utilization;
(3) county and tribal allocation changes; and

(4) information on adjustments made to calculation values and the timing of those adjustments.

The information in this notice must be effective January 1 of the following year.

9 i ' jon-wi akeholders,
: eT and welfare

& (h) When the available shared staffing hours in a residential setting are insufficient to meet the needs of an
individual who enrolled in residential services after January 1, 20d4nsaofficient to meet the needs of an
individual with a service agreement adjustment described in section 256B.4913, subdivision 4a, paragraph (f), then
individual staffing hours shall be used.

(i) The commissioner shall study the underlying cost of miesend utilization for day service8ased on the
commissioner's evaluation of the data collected under this paragraph, the commissioner shall make
recommendations to the legislature by January 15, 2018, for changes, if any, to the absence and Editizatio
ratio component value for day services.
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(1) Beqginning July 1, 2017, the commissioner shall collect transportation and trip information for all day services
through the rates management system.

EFFECTIVE DATE . This section is effective the dégllowing final enactment.

Sec.27. Minnesota Statutes 2016, section 256B.50, subdivision 1b, is amended to read:

Subd.1b. Filing an appeal To appeal, the provider shall file with the commissioner a written notice of appeal;
the appeal must be posanked or recelved by the comm|SS|oner W|th|n 60 days of@maﬂon date the
; : A ipredddion
the rate notlce The notlce of appeal must specify eacl‘pdted item; the reason for the dlspute the total dollar
amount in dispute for each separate disallowance, allocation, or adjustment of each cost item or part of a cost item;
the computation that the provider believes is correct; the authority in statutke apon which the provider relies
for each disputed item; the name and address of the person or firm with whom contacts may be made regarding the
appeal; and other information required by the commissioner.

Sec.28. Minnesota Statutes 2016, sect@B6B.5012, is amended by adding a subdivision to read:

Subd.3a Therapeutic leave days Notwithstanding Minnesota Rules, part 9505.0415, subpart 7, a vacant bed
in an intermediate care facility for persons with developmental disabilities shall bed@sa reserved bed when
determining occupancy rates and eligibility for payment of a therapeutic leave day.

Sec.29. Minnesota Statutes 2016, section 256B.5012, is amended by adding a subdivision to read:

Subd.17. ICF/DD rate increase effective Julyl, 2017; Murray County. Effective July 1, 2017, the daily rate
for an intermediate care facility for persons with developmental disabilities located in Murray County that is
classified as a class B facility and licensed for 14 beds is.$808 increas is in addition to any other increase that
is effective on July 1, 2017.

Sec.30. Minnesota Statutes 2016, section 256C.23, is amended by adding a subdivision to read:

Subd.la Culturally affirmative . "Culturally affirmative" describes services ttae designed and delivered
within the context of the culture, language, and life experiences of a person who is deaf, a person who is deafblind,
and a person who is haad-hearing.

Sec.31. Minnesota Statutes 2016, section 256C.23, subdivision 2,aadad to read:

Subd.2. Deaf "Deaf" means a hearing loss of such severity that the individual must depend primarily on visual
communication such agmerican Sign Language or other signed language, visual and manual means of
communication such as sigginsystems in English or Cued Speedatnjting, lip speechreading, manual
commuhnicationand gestures.

Sec.32. Minnesota Statutes 2016, section 256C.23, is amended by adding a subdivision to read:

Subd.2c. Interpreting services. "Interpretingservices" means services that include:

(1) interpreting between a spoken language, such as English, and a visual language, such as American Sign
Language;

(2) interpreting between a spoken language and a visual representation of a spoken languageCseadh a
Speech and signing systems in English;
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(3) interpreting within one language where the interpreter uses natural gestures and silently repeats the spoken
message, replacing some words or phrases to give higher visibility on the lips;

(4) interpretingusing low vision or tactile methods for persons who have a combined hearing and vision loss or
are deafblind; and

(5) interpreting from one communication mode or language into another communication mode or language that
is linguistically and culturallyappropriate for the participants in the communication exchange.

Sec.33. Minnesota Statutes 2016, section 256C.23, is amended by adding a subdivision to read:

Subd.6. Reakltime captioning. "Reaktime captioning” means a method of captioning in wtacbtaption is
simultaneously prepared and displayed or transmitted at the time of origination by specially traifigdereal

captioners.

Sec.34. Minnesota Statutes 2016, section 256C.233, subdivision 1, is amended to read:

Subdivision 1 Deaf and Hard-of-Hearing Services Division The commissioners obuman—services,
education, employment and economic development, and healthestrtb—a-distinct-and-separate—organizational
unit-to-be-known-asdvise the commissioner of human services on the aetwitithe Deaf and Hardf-Hearing
Services Divisiorte-address This division addressdbe developmentakeocial—educational—and-occupationat
sociatemotionalneeds ofpersons who ardeaf, persons who ardeafblind, andpersons who arbardof-hearing
persensthrough a statewide network ebllaberativeservices andy—coordinating-the—promulgation—of-public

policiesregulationslegislation,-and-programs-affedithiepcates on behalf of and provides information and training
about howto best serve persons who ateaf, persons Who areleafbllnd anmersons who ardardof- hearmg

Services-Division The commissioner of human semws shall coordlnate the Work of the mteragemaynagement
teamadvisersand receive legislative appropriations for the division.

Sec.35. Minnesota Statutes 2016, section 256C.233, subdivision 2, is amended to read:
Subd.2. Responsibilities The Deaf and Harebf-Hearing Services Division shall:

(1) establish and maintain a statewide network of regisealice—centergulturally affirmative servicegor
Minnesotans who ardeaf,Minnesotans who argeafblind, andMinnesotans who areardof-hearirg Minnesetans

(2) as&stwork across_ divisions withirthe Depa#tmentsDeQartmentof Human SerwcesEdueaﬂen—an

policies,

mgu#ahens—legrskahen—pregram&nd—semee&aﬁeeﬂm well as W|th other agencies and countles to ensure that

there is an understanding of:

(i) the communication challenges faced by persons whaleaé persons who ardeafblind, andpersons who
arehardof-hearingpersens

(ii) the best practices for accommodating and mitigating communication challenges; and

(i) the legal requirements for providing access to and effective communication with persons who are deaf,
persons who are deafblind, and persons who aredfardarng; and
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(3) provide—a—coordinated-system a$sess the supply and demastdtewideinterpreting—orfor interpreter

referralservices and reaftime captioning services, implement strategies to provide greater access to these services
in areas without suffient supply, and build the base of service providers across the state;

(4) maintain a statewide information resource that includes contact information and professional certification
credentials of interpreting service providers and-tiaad captioningservice providers;

(5) provide culturally affirmative mental health services to persons who are deaf, persons who are deafblind, and
persons who are hawf-hearing who:

(i) use a visual language such as American Sign Language or a tactile form afagknoy

(ii) otherwise need culturally affirmative therapeutic services;

(6) research and develop best practices and recommendations for emerging issues;

(7) provide as much information as practicable on the division's -glané Web site in America®ign
Language; and

(8) report to the chairs and ranking minority members of the legislative committees with jurisdiction over human
services biennially, beginning on January 1, 2019, on the following:

(i) the number of regional service center staff, kheation of the office of each staff person, other service
providers with which they are colocated, the number of people served by each staff person and a breakdown of
whether each person was servedsiia or offsite, and for those served dfite, a lis of locations where services
were delivered and the humber who were servgekbiison and the number who were served via technology;

(ii) the amount and percentage of the division budget spent on reasonable accommodations for staff;

(iii) the number of pople who use demonstration equipment and consumer evaluations of the experience;

(iv) the number of training sessions provided by division staff, the topics covered, the number of participants,
and consumer evaluations, including a breakdown by delimetiod such as iperson or via technology;

(v) the number of training sessions hosted at a division location provided by another service provider, the topics
covered, the number of participants, and consumer evaluations, including a breakdown by ehelfitied/such as
in-person or via technology;

(vi) for each grant awarded, the amount awarded to the grantee and a summary of the grantee's results, including
consumer evaluations of the services or products provided;

(vii) the number of people on waitiniists for any services provided by division staff or for services or
equipment funded through grants awarded by the division;

(viii) the amount of time staff spent driving to appointments to deliver directt@pnae client services in
locations outsidef the regional service centers;

(ix) the amount spent on mileage reimbursement and the number of clients who received mileage reimbursement
for traveling to the regional service centers for services; and

(x) the regional needs and feedback on addressingce gaps identified by the advisory committees.
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Sec.36. Minnesota Statutes 2016, section 256C.24, subdivision 1, is amended to read:

Subdivision 1 Location. The Deaf and Hardf-Hearing Services Division shall establish-to-eightat least
six regional service centers fpersons who ardeaf andoersons who areardof-hearingpersens The centers shall
be distributed regionally to provide accessgersons who aréeaf,persons who areéeafblind, angersons who are
hardof-hearingpersendn all parts of the state.

Sec.37. Minnesota Statutes 2016, section 256C.24, subdivision 2, is amended to read:
Subd.2. Responsibilities (a) Each regional service center shall:

(1) serve-as-a-central-entry-point festablish connections and @ibrations and explore ¢ocating with other
public and private entities providing services to persons whdeakpersons who ardeafblind, andgersons who

arehardof-hearingpersoens-in-need-of services-and-makereferrals-to-the services imetdeckgion

(2) for those in need of services, assist in coordinating services between service providers and persons who are
deaf, persons who are deafblind, and persons who areohlahring, and the persons' families, and make referrals
to the serviceseeded,;

2 (3) employ staff trained to work withersons who ardeaf,persons who ardeafblind, angpersons who are
hardof-hearingpersens

3) (4) if adequate services are not available from another public or private service provider in the region,
provide to—al individual a55|stance to persons who d&af persons who areleafblmd andpersons who are
hardof-hearingpe
persons' families Ind|V|duaIIv wlturallv afflrmatlve aSS|stance mav be prowded using technology only in areas of
the state where a person has access to sufficient quality telecommunications or broadband services to allow effective
communication When a person who is deaf, a person whdeafblind, or a person who is hasfthearing does not
have access to sufficient telecommunications or broadband service, individual assistance shall be available in

person

(5) identify regional training needs, work with deaf and hartlearing sernees training staff, and collaborate with
others to deliver training for persons who are deaf, persons who are deafblind, and persons whaeahedrang
and the persons' families, and other service providers about subjects including the pgtdsnghder the law,
American Sign Language, and the impact of hearing loss and options for accommodating it;

(6) have a mobile or permanelabl wherepersonsmho are deaf persons who are deafblmd and persons who are
hardof-hearing can try a selection of modern assistive technology and equipment to determine what would best
meet the persons' needs

6) (7) collaborate with the Resource Center for the Deaf and-bBfaktkaring Persons, othélivisions of the
Department of Educatiend local school districts to develop and deliver programs and services for families with
children who aredeaf, children who aredeafblind, orchildren who arehardof-hearingechildren and to support
school persomel serving these children;

H-when-possiblg8) provide training to the social service or income maintenance staff employed by counties
or by organizations with whom counties contract for services to ensure that communication barriers which prevent
persons who areleaf,persons who ardeafblind, andgersons who arkardof-hearingpersendrom using services
are removed,;
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8y when-possible(9) provide training tostate—and-regiendluman service agenciés the regionregarding
program access f@ersams who areleaf,persons who ar@eafblind, anghersons who areardof-hearingpersensand

{9) (10) assess the ongoing need and supply of servicggefeons who ardeaf,persons who ardeafblind, and
persons who ardardof-hearingpersensin all parts of the stateannually consult with the division's advisory
committees to identify regional needs and solicit feedback on addressing servi@ndagsperate with public and
private service providers to develop these seryices

(11) provide culturally affirmative mental health services to persons who are deaf, persons who are deafblind,
and persons who are haofthearing who:

(i) use a visual language such as American Sign Language or a tactile form of a language; or

(ii) otherwise needulturally affirmative therapeutic services; and

(12) establish partnerships with state and regional entities statewide that have the technological capacity to
provide Minnesotans with virtual access to the division's services and disgimsored traing via technology.

(b) Persons who are deaf, persons who are deafblind, and persons who arehearihg, and the persons'
family members who travel more than 50 miles rotniyl from the persons' home or work location to receive
services at the regial service center may be reimbursed for mileage at the reimbursement rate established by the
Internal Revenue Service.

Sec.38. Minnesota Statutes 2016, section 256C.261, is amended to read:

256C.261 SERVICES FORPERSONS WHO AREDEAFBLIND PERSONS

(a) The comm|SS|oner of human serwces sbaﬂnbane—the—e*asﬂng—bwemal—base—level%admg#e{—dea#bhnd

g nd other
d i bpports to
deafbhnd—adeltsuse at least 35 percent of the deafblmd services b|enn|al base level qrant funqu for services and
other supports for a child who is deafblind and thikdés family. The commissioner shall use at least 25 percent of
the deafblind services biennial base level grant funding for services and other supports for an adult who is deafblind.

The commissioner shall award grants for the purposes of:

(1) providing services and supportsadividdalspersonsvho are deafblind; and

(2) developing and providing training to counties and the network of senior citizen service providhers
purpose of the training grants is to teach counties how to usengxprograms that capture federal financial
participation to meet the needs of eligibersons who ardeafblindpersensand to build capacity of senior service
programs to meet the needs of seniors with a dual sensory hearing and vision loss.

(b) Thecommissioner may make grants:

(1) for services and training provided by organizations; and

(2) to develop and administer consurd@ected services.

(c) Consumedirected services shall be provided in whole by giamiled providers. The deaf and hafehearing
regional service centers shall not provide any aspect of afgrashtd consumedirected services program.
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{e) (d) Any entity that is able to satisfy the grant criteria is eligible to receive a grant under paragraph (a).

{&h) (e) Deafblindservice providers may, but are not required to, provide intervenor services as part of the service
package provided with grant funds under this section.

Sec.39. Minnesota Statutes 2016, section 256R.02, subdivision 4, is amended to read:

Subd.4. Administrative costs "Administrative costs" means the identifiable costs for administering the
overall activities of the nursing homeThese costs include salaries and wages of the administrator, assistant
administrator, business office employees, secwgitgrds, and associated fringe benefits and payroll taxes, fees,
contracts, or purchases related to business office functions, licenses, and permits except as provided in the external
fixed costs category, employee recognition, travel including meals dgihtp all training except as specified in
subdivision 17, voice and data communication or transmission, office supplies, property and liability insurance and
other forms of insurance nelesignated-to-other-arearluding insurance that is an employeaend&fd, personnel
recruitment, legal services, accounting services, management or business consultants, data processing, information
technology, Web site, central or home office costs, business meetings and seminars, postage, fees for professional
organizaibns, subscriptions, security services, advertising, board of directors fees, working capital interest expense,
andbad debts and bad debt collection femsd costs incurred for travel and housing for persons employed by a
supplemental nursing serviceseagy as defined in section 144A.70, subdivision 6

EFFECTIVE DATE . This section is effective October 1, 2017.

Sec.40. Minnesota Statutes 2016, section 256R.02, subdivision 17, is amended to read:

Subd.17. Direct care costs "Direct care costsinheans costs for the wages of nursing administration, direct care
registered nurses, licensed practical nurses, certified nursing assistants, trained medication aides, employees
conducting training in resident care topics and associated fringe benefitpagrall taxes; services from a
supplemental nursing services agency; supplies that are stocked at nursing stations or on the floor and distributed or
used individually, including, but not limited talcohol, applicators, cotton balls, incontinence pddgosable ice
bags, dressings, bandages, water pitchers, tongue depressors, disposable gloves, enemas, enema equipment, soap,
medication cups, diapers, plastic waste bags, sanitary products, thermometers, hypodermic needles and syringes,
clinical reagentsr similar diagnostic agents, drugs that are not paid on a separate fee schedule by the medical
assistance program or any other payer, and technology related to the provision of nursing care to residents, such as
electronic charting systems; costs of mials used for resident care training, and training courses outside of the
facility attended by direct care staff on resident care tppied costs for nurse consultants, pharmacy consultants,
and medical directorsSalaries and payroll taxes for nursensultants who work out of a central office must be
allocated proportionately by total resident days or by direct identification to the nursing facilities served by those
consultants

Sec.41. Minnesota Statutes 2016, section 256R.02, subdivision A& )esded to read:

Subd.18. Employer health insurance costs "Employer health insurance costs" means premium expenses for
group coverageand—reinsuranceactual expenses incurred for se@lfured plansincluding reinsurance and
administrative costsand employer contributions to employee health reimbursement and health savings accounts
Premium and expense costs and contrlbutlons are allowable for (1) all employees and (2) the spouse and dependents
of thoseemployees wha Public
Law-111148are employed on average at least 30 hours of service per week, or 130 hours of service per month
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Sec.42. Minnesota Statutes 2016, section 256R.02, subdivision 19, is amended to read:

Subd.19. External fixed costs "External fixed costs" means costs related to the nursing home surcharge under
section 256.9657, subdivision 1; licensure fees under section 144.122; family advisory council fee under section
144A.33; scholarships under sea 256R.37; planned closure rate adjustments under section 256R.40;
consolidation rate adjustments under section 144A.071, subdivisions 4c, paragraph (a), clauses (5) and (6), and 4d;
singlebed room incentives under section 256R.41; property taxesssassets, and payments in lieu of taxes;
employer health insurance costs; quality improvement incentive payment rate adjustments under section 256R.39;
performancebased incentive payments under section 256R.38; special dietary needs under section B&&R.51;
adjustments for compensatioalated costs for minimum wage changes under section 256R.49 provided on or after
January 1, 201&nd Public Employees Retirement Associagomployer costs

Sec.43. Minnesota Statutes 2016, section 256R.02, subdivial is amended to read:

Subd.22. Fringe benefit costs "Fringe benefit costs" means the costs for group life, dental, workers'
compensation and—other—employee—insurances—astibrt and longterm disability, loneterm care insurance,
accident insurage, supplemental insurance, legal assistance insurance, profit sharing, health insurance costs not
covered under subdivision 18, including costs associated withipgrtemployee family members or retirees, and
pensionand retirement plan contributionexcept for the Public Employees Retirement Associatind-employer
ha aliTa a¥a¥a 1 hari 1 vhich e ~Wa¥a imﬁ_the
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Sec.44. Minnesota Statutes 2016, section 256R.02, subdivisiors 42nended to read:

Subd.42. Raw food costs "Raw food costs" means the cost of food provided to nursing facility residedts
the allocation of dietary creditAlso included are special dietary supplements used for tube feeding or oral feeding,
such as elemental high nitrogen diet.

Sec.45. Minnesota Statutes 2016, section 256R.02, is amended by adding a subdivision to read:

Subd.42a Real estate taxes "Real estate taxes" means the real estate tax liability shown on the annual
property taxstatement of the nursing facility for the reporting periddhe term does not include personnel costs or
fees for late payment.

Sec.46. Minnesota Statutes 2016, section 256R.02, is amended by adding a subdivision to read:

Subd.48a Special assessments "Special assessments” means the actual special assessments and related
interest paid during the reporting periotihe term does not include personnel costs or fees for late payment.

Sec.47. Minnesota Statutes 2016, section 256R.02, suigkidiv52, is amended to read:

Subd.52. Therapy costs "Therapy costs" means any costs relatednsdlical-assistanctherapy services
provided to residents that are Hsiited separatelyillable from the daily operating rate.

Sec.48. Minnesota Staties 2016, section 256R.06, subdivision 5, is amended to read:

Subd.5. Notice to residents (a) No increase in nursing facility rates for private paying residents shall be
effective unless the nursing facility notifies the resident or person respoftsilpl@yment of the increase in writing
30 days before the increase takes effdie notice must include the amount of the rate increase, the new payment
rate, and the date the rate increase takes effect.
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A nursing facility may adjust its rates withouvigg the notice required by this subdivision when the purpose of
the rate adjustment is to reflect a change in the case mix classification of the re3idenmtursing facility shall
notify private pay residents of any rate increase related to a chamaseé mix classifications in a timely manner
after confirmation of the case mix classification change is received from the Department of Health.

If the state fails to set rates as required by section 256R.09, subdivision 1, the time required foogogng n
decreased by the number of days by which the state was late in setting the rates.

(b) If the state does not set rates by the date required in section 256R.09, subdivisioth&rwise provides
nursing facilities with retroactive notificationf éhe amount of a rate increasayrsing facilities shall meet the
requirement for advance notice by informing the resident or person responsible for payments, on or before the
effective date of the increase, that a rate increase will be effective amateaflhe requirements of paragraph (a)
do not apply to situations described in this paragraph.

If the exact amount has not yet been determined, the nursing facility may raise the rates by the amount
anticipated to be allowedAny amounts collected fromrivate pay residents in excess of the allowable rate must be
repaid to private pay residents with interest at the rate used by the commissioner of revenue for the late payment of
taxes and in effect on the date the rate increase is effective.

Sec.49. Minnesota Statutes 2016, section 256R.07, subdivision 1, is amended to read:

Subdivision 1 Criteria. A nursing facility shall keep adequate documentatidn order to be adequate,
documentation must:

(1) be maintained in orderly, wetirganizediles;

(2) not include documentation of more than one nursing facility in one set of files unless transactions may be
traced by the commissioner to the nursing facility's annual cost report;

(3) include a paid invoice or copy of a paid invoice with d#tpurchase, vendor name and address, purchaser
name and delivery destination address, listing of items or services purchased, cost of items purchased, account
number to which the cost is posted, and a breakdown of any allocation of costs between accourgsg
facilities. If any of the information is not available, the nursing facility shall document its good faith attempt to
obtain the information;

(4) include contracts, agreements, amortization schedules, mortgages, other debt instrumentsptaad all
documents necessary to explain the nursing facility's costs or revenues; and

(5) be retained by the nursing facility to support the five most recent annual cost.r@patsommissioner may
extend the period of retention if the field audit wastponed because of inadequate record keeping or accounting
practices as in section 256R.13, subdivisions 2 and 4, the records are necessary to resolve a pending appeal, or the
records are required for the enforcement of sections 256R.04; 256R.05, sabhdlyi2b6R.06, subdivisions and
6-and-7 256R.08, subdivisions 1 to 3; and 256R.09, subdivisions 3 and 4.

Sec.50. Minnesota Statutes 2016, section 256R.07, is amended by adding a subdivision to read:

Subd.6. Electronic signature. For documentadin requiring a signature under this chapter or section 256B.431
or 256B.434, use of an electronic signature as defined under section 325L.02, paragraph (h), is allowed.
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Sec.51. Minnesota Statutes 2016, section 256R.13, subdivision 4, is amended to read:

Subd.4. Extended record retention requirements The commissioner shall extend the period for retention of
records under section 256R.09, subdivision 3, for purposes of performing field audits as necessary to enforce
sections 256R.04; 256R.05, subdigisi2; 256R.06, subdivisions 2nd6-and—7 256R.08, subdivisions 1 to 3; and
256R.09, subdivisions 3 and 4, with written notice to the facility postmarked no later than 90 days prior to the
expiration of the record retention requirement.

Sec.52. [256R.18] BIENNIAL REPORT.

The commissioner shall provide to the legislative committees with jurisdiction over nursing facility payment
rates a biennial report including:

(1) the impact of using cost report data to set rates without updating the cost egpdsy dhe change in the
Consumer Price Index for all urban consumers from thepwiat of the cost report to the mmbint of the rate year

(2) the impact of the quality adjusted care limits;

(3) the ability of nursing facilities to retain employeesiluding whether rate increases are passed through to
employees;

(4) the efficacy of the critical access nursing facility program under section 256R.47; and

(5) the impact of payment rate limit reduction under section 256R.23, subdivision 6.

EFFECTIVE DATE. This section is effective January 1, 2019.

Sec.53. Minnesota Statutes 2016, section 256R.37, is amended to read:
256R.37 SCHOLARSHIPS.

(a) For the 24#month period beginning October 1, 2015, through December 31, 2017, the commissioner shall
allow a scholarship per diem of up to 25 cents for each nursing facility with no scholarship per diem that is
requesting a scholarship per diem to be added to the external fixed payment rate to be used:

(1) for employee scholarships that satisfy the feifeg requirements:

(i) scholarships are available to all employees who work an average of at least ten hours per week at the facility

except the administrator, and to reimburse student loan expensesalgrhired-and-recently-graduatezhistered

nursesand licensed practical nurses, and tralnmg expenses for nursmg assistants as specified in section 144A.611,
subdivisions 2 and;4a YiLY v A

(ii) the course of study is expected to lead to easelvancement with the facility or in loterm care, including
medical care interpreter services and social work; and

(2) to provide jobrelated training in English as a second language.
(b) All facilities may annually request a rate adjustment unkier dection by submitting information to the

commissioner on a schedule and in a form supplied by the commissidre commissioner shall allow a
scholarship payment rate equal to the reported and allowable costs divided by resident days.
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(c) In calculaing the per diem under paragraph (b), the commissioner shall allow costs related to tuition, direct
educational expenses, and reasonable costs as defined by the commissioner for child care costs and transportation
expenses related to direct educationalesises.

(d) The rate increase under this section is an optional rat@raddat the facility must request from the
commissioner in a manner prescribed by the commissiom@e rate increase must be used for scholarships as
specified in this section.

(e) For instances in which a rate adjustment will be 15 cents or greater, nursing facilities that close beds during a
rate year may request to have their scholarship adjustment under paragraph (b) recalculated by the commissioner for
the remainder of the ratear to reflect the reduction in resident days compared to the cost report year.

Sec.54. Minnesota Statutes 2016, section 256R.40, subdivision 1, is amended to read:

Subdivision 1 Definitions. (a) The definitions in this subdivision apply to théxson.

(b) "Closure" means the cessation of operations of a nursing facility and delicensure and decertification of all
beds within the facility.

(c) "Closure plan" means a plan to close a nursing facility and reallocate a portion of the resultigg t®avin
provide planned closure rate adjustments at other facilities.

(d) "Commencement of closure” means the date on which residents and designated representatives are notified
of a planned closure as provided in section 144A.161, subdivision 5a, a$ gradpproved closure plan.

(e) "Completion of closure" means the date on which the final resident of the nursing facility designated for
closure in an approved closure plan is discharged from the femilitiye date that beds from a partial closure are
delicensed and decertified

(f) "Partial closure" means the delicensure and decertification of a portion of the beds within the facility.

(g9) "Planned closure rate adjustment” means an increase in a nursing facility's operating rates resulting from a
planned closure or a planned partial closure of another facility.

Sec.55. Minnesota Statutes 2016, section 256R.40, subdivision 5, is amended to read:

Subd.5. Planned closure rate adjustment (a) The commissioner shall calculate the amount of the gthnn
closure rate adjustment available under subdivision 6 according to clauses (1) to (4):

(1) the amount available is the net reduction of nursing facility beds multiplied by $2,080;

(2) the total number of beds in the nursing facility or facilities ivéog the planned closure rate adjustment
must be identified,;

(3) capacity days are determined by multiplying the number determined under clause (2) by 365; and

(4) the planned closure rate adjustment is the amount available in clause (1), dividegdojty days
determined under clause (3).



3480 JOURNAL OF THEHOUSE [38TH DAY

(b) A planned closure rate adjustment under this section is effective on the first day of thehiambary or
July, whichever occurs firgbllowing completion of closure of the facility designated for clodarthe application
and becomes part of the nursing facility's external fixed payment rate.

(c) Upon the request of a closing facility, the commissioner must allow the facility a closure rate adjustment as
provided under section 144A.161, subdivision 10.

(d) A facility that has received a planned closure rate adjustment may reassign it to another facility that is under
the same ownership at any time within three years of its effective @atamount of the adjustment is computed
according to paragraph).

(e) If the per bed dollar amount specified in paragraph (a), clause (1), is increased, the commissioner shall
recalculate planned closure rate adjustments for facilities that delicense beds under this section on or after July 1,
2001, to reflect thancrease in the per bed dollar amaurithe recalculated planned closure rate adjustment is
effective from the date the per bed dollar amount is increased.

(f) For a nursing facility that is ceasing operations through delicensure and decertificatibbeafsalithin the
facility, the planned closure rate adjustment under this section is effective on the first day of the month following
completion of closure of the facility designated for closure in the application and becomes part of any assigned
nursingfacility's external fixed payment rate.

Sec.56. Minnesota Statutes 2016, section 256R.41, is amended to read:
256R.41 SINGLEBED ROOM INCENTIVE.

(a) Beginning July 1, 2005, the operating payment rate for nursing facilities reimbursed under tleis gt
be increased by 20 percent multiplied by the ratio of the number of new-bedjleooms created divided by the
number of active beds on July 1, 2005, for each bed closure that results in the creation oftsedingten after
July 1, 2005 The commissioner may implement rate adjustments for up to 3,000 new-biedjlsooms each year
For eligible bed closures for which the commissioner receives a notice from a &hgilitg-a-calendarguartérat
a bed has been delicensed and a new shegleoom has been established, the rate adjustment in this paragraph
shall be effective opitherthe first day of theseeendmonthof January or July, whichever occurs fifgslowing that

calendarquartahe date of the bed delicensure

(b) A nursing fadity is prohibited from discharging residents for purposes of establishing diegleooms A
nursing facility must submit documentation to the commissioner in a form prescribed by the commissioner,
certifying the occupancy status of beds closed totersmglebed rooms In the event that the commissioner
determines that a facility has discharged a resident for purposes of establishing-besinmglem, the commissioner
shall not provide a rate adjustment under paragraph (a).

Sec.57. Minnesota Stautes 2016, section 256R.47, is amended to read:
256R.47 RATE ADJUSTMENT FOR CRITICAL ACCESS NURSING FACILITIES.

(a) The commissioner, in consultation with the commissioner of health, may designate certain nursing facilities
as critical access nursirfgcilities. The designation shall be granted on a competitive basis, within the limits of
funds appropriated for this purpose.

(b) The commissioner shall request proposals from nursing facilities every twa yBapposals must be
submitted in the formand according to the timelines established by the commissidneselecting applicants to
designate, the commissioner, in consultation with the commissioner of health, and with input from stakeholders,
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shall develop criteria designed to preserve acaessiftsing facility services in isolated areas, rebalance-temg
care, and improve quality To the extent practicable, the commissioner shall ensure an even distribution of
designations across the state.

(c) The commissioner shall allow the benefitsclauses (1) to (5) for nursing facilities designated as critical
access nursing facilities:

(1) partial rebasing, with the commissioner allowing a designated facility operating payment rates being the sum
of up to 60 percent of the operating payment datiermined in accordance with section 256R.21, subdivision 3, and
at least 40 percent, with the sum of the two portions being equal to 100 percent, of the operating payment rate that
would have been allowed had the facility not been designated commésioner may adjust these percentages by
up to 20 percent and may approve a request for less than the amount allowed;

(2) enhanced payments for leave dajotwithstanding section 256R.43, upon designation as a critical access
nursing facility, the comm&oner shall limit payment for leave days to 60 percent of that nursing facility's total
payment rate for the involved resident, and shall allow this payment only when the occupancy of the nursing facility,
inclusive of bed hold days, is equal to or gre#ttan 90 percent;

(3) two designated critical access nursing facilities, with up to 100 beds in active service, may jointly apply to
the commissioner of health for a waiver of Minnesota Rules, part 4658.0500, subpart 2, in order to jointly employ a
diredor of nursing The commissioner of health shall consider each waiver request independently based on the
criteria under Minnesota Rules, part 4658.0040;

(4) the minimum threshold under section 256B.431, subdivision 15, paragraph (e), shall be 40gbeheent
amount that would otherwise apply; and

(5) the qualitybased rate limits under section 256R.23, subdivisions 5 to 7, apply to designated critical access
nursing facilities.

(d) Designation of a critical access nursing facility is for a perioavofytears, after which the benefits allowed
under paragraph (c) shall be remové&kesignated facilities may apply for continued designation.

(e) This section is suspended and no state or federal funding shall be appropriated or allocated for the purposes
of this section from January 1, 2016, to Decembe28172019

Sec.58. Minnesota Statutes 2016, section 256R.49, is amended to read:

256R.49 RATE ADJUSTMENTS FOR COMPENSATION-RELATED COSTS FOR MINIMUM WAGE
CHANGES.

Subdivision 1 Rate adjustments for compensatiofrelated costs (a) OperatingPayment rates of all nursing
facilities that are reimbursed under this chapter shall be indredfertive for rate years beginning on and after
October 1, 2014, to address changes in compensation costs for nursing facility empésgdess-than-$14-per
heur in accordance with this sectiorRate increases provided under this section before @&ctbp2016, expire
effective January 1, 2018Rate increases provided on or after October 1, 2016, expire two years after the effective
date of the rate increases.

(b) Nursing facilities that receive approval of the appllcatlons in subdivision 2 mmt/e rate adjustments
according to subdivision.4 ing facility

empleyees—pad—les&ﬁmm%#per—hour
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Subd.2. Application process To receive a rate adjustment, nursing facilitiasstrsubmit applications to the
commissioner in a form and manner determined by the commissidier applications for the rate adjustments
shall include specified data, and spending plans that describe how the funds from the rate adjustments will be
allocated for compensation to employqesd-less-than-$14-per-houllhe applications must be submitted within
three months of the effective date of aaperatingpayment rate adjustment under this sectidhe commissioner
may request any additional inforn@at needed to determine the rate adjustment within three weeks of receiving a
complete applicationThe nursing facility must provide any additional information requested by the commissioner
within six months of the effective date of amperatingpaymentrate adjustment under this sectionThe
commissioner may waive the deadlines in this section under extraordinary circumstances.

Subd.3. Additional application requirements for facilities with employees represented by an exclusive
bargaining representdive. For nursing facilities in which employees are represented by an exclusive bargaining
representative, the commissioner shall approve the applications submitted under subdivision 2 only upon receipt of a
letter or letters of acceptance of the spendifams in regard to members of the bargaining unit, signed by the
exclusive bargaining agent and dated after May 31, .201don receipt of the letter or letters of acceptance, the
commissioner shall deem all requirements of this section as having beden regard to the members of the
bargaining unit.

Subd.4. Determination of the rate adjustments for compensatiosrelated costs Based on the application in
subdivision 2, the commissioner shall calculate the allowable annualized compensation cddiedthe totals of
clauses (%)and (2)and-3) The result must be divided by tlstandardized-osum of the facility'sesident days
from the most recently available cost report to determine per day amounts, which must be includegerathey
portion external fixed costs payment ratethe total payment ratgnd-allocated-to-direct care-or-otheroperating as
determined-by-the-commissioner

(1) the sum of the difference between $9.50 and any hourly wage rate less than $9.50 for Octoberahd2016
between the indexed value of the minimum wage, as defined in section 177.24, subdivision 1, paragragty(f),
other minimum wage implemented in statute or by any local ordinandeany hourly wage less than that indexed
value for rate years beming on and aftelOetober—21—2017January 1, 2018multiplied by the number of
compensated hours at that wage rate

ied by $0.38;

ied by
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£3) (2) the sum of the employer's share of FICA taxes, Medicare taxes, state and federal unemployment taxes,
workers' compensation, pensions, and contributions to employee retirement accounts attributable to the amounts in

clauseglause(1l) and-(2)

Sec.59. Minnesota Statutes 2016, section 256R.53, subdivision 2, is amended to read:

Subd.2. Nursing faeility- facilities in Breckenridge border cities. The operating payment rate of a nonprofit
nursing facility that exists on January 1, 2015, is located within the boundariesedtthities of Breckenridgeor
Moorhead and is reimbursed under this chapter, is equal to the greater of:

(1) the operatingpayment rate determined under section 256R.21, subdivision 3; or

(2) the median case mix adjusted rates, including comparable rate components as determined by the median case
mix adjusted rates, including comparable rate components as determined bynthessioner, for the equivalent
case mix indices of the nonprofit nursing facility or facilities located in an adjacent city in another state and in cities
contiguous to the adjacent cityThe commissioner shall make the comparison required in this ssibdivon
November 1 of each year and shall apply it to the rates to be effective on the following Jantihey Mlinnesota
facility's operating payment rate with a case mix index of 1.0 is computed by dividing the adjacent city's nursing
facility or facilities' median operating payment rate with an index of 1.02 by. 1i0the adjustments under this
subdivision result in a rate that exceeds the limits in section 256R.23, subdivision 5, and whose costs exceed the rate
in section 256R.24, subdivision 3, &given rate year, the facility's rate shall not be subject to the limits in section
256R.23, subdivision 5, and shall not be limited to the rate established in section 256R.24, subdivision 3, for that

rate year.

EFFECTIVE DATE . The rate increases for facility located in Moorhead are effective for the rate year
beqginning January 1, 2020, and annually thereafter.

Sec.60. Laws 2015, chapter 71, article 7, section 54, is amended to read:

Sec54. EXPANSION OF CONSUMER-DIRECTED COMMUNITY SUPPORTS BUDG ET METHODOLOGY
EXCEPTION. (a) No later than September 38152017, if necessary, the commissioner of human services shall
submit an amendment to the Centers for Medicare and Medicaid Services for the home and cebpasechity
services waivers authorizethder Minnesota Statutes, sections 256B.092 and 256B.48tablish-arexpand the
2015exception to the consumdirected community supports budget methodology to provide @8 80 percent
more funds foboth

(1) consumedirected community supports participants whave—graduated—from—high-school-ahdve a
coordmated service and support pIan WhICh |dent|f|es the needmme—sennees—undet—eensumbreeted

mqpreve—thar—empleywmtt—eppemsrmtlean mcreased amount of services or supports under conﬁtmmned

community supportsthan the amount they areligible—to—receive currently receivingunder the eurrent
consumemirected community supports budget methodojamd

(i) to increase the amount of time a person works or otherwise improves employment opportunities;

(ii) to plan a transition to, move to, or live in a setting as described imédata Statutes, section 256D.44,
subdivision 5, paragraph (f), clause (1), item (ii), or (qg); or

(iii) to develop and implement a positive behavior support plan;
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(2) home and communigased waiver participants who are currently using licerssadicesprovidersfor
employment supports or services during the dlakesidential services, either which cost more annually than the

person would spend under a conswuaieected community supports plan fedividualized-employment-supports or
services-duringhe-dayany or all of the supports needed to meet the goals identified in paragraph (a), clause (1)

(b) The exception under paragraph (a) is limited to those persons who can demonstrate either that they will have
to leavediscontinue usinggonsumedirected community supports anee acceptother nonself-directedwaiver
services because theieed-for-day-oremploymestipportneeded for the goals described in paragraph (a), clayse (1
cannot be met within the consumhrected commun|ty supports bmig I|m|ts or—they—will-move—to
ybeing used

(c) The exception under paragraph (a), clause (2), is limited to those persons who can demonstrate that, upon
choosimg to become a consumdirected community support participant, the total cost of services, including the
exception, will be less than the cost of current waiver services.

EFFECTIVE DATE . The exception under this section is effective October 1, 201panr federal approval,
whichever is later The commissioner of human services shall notify the revisor of statutes when federal approval is
obtained.

Sec.61. ALZHEIMER'S DISEASE WORKING GROUP.

Subdivision 1 Members. (a) The Minnesota Board on Agingust appoint 16 members to an Alzheimer's
disease working group, as follows:

(1) a caregiver of a person who has been diagnosed with Alzheimer's disease;

(2) a person who has been diagnosed with Alzheimer's disease;

(3) two representatives from the Bimg facility or senior housing profession;

(4) a representative of the home care or adult day services profession;

(5) two geriatricians, one of whom serves a diverse or underserved community;

(6) a psychologist who specializes in dementia care;

(7) an Alzheimer's researcher;

(8) a representative of the Alzheimer's Association;

(9) two members from communityased organizations serving one or _more diverse or underserved
communities;

(10) the commissioner of human services or a designee;

(11) thecommissioner of health or a designee;

(12) the ombudsman for lortigrm care or a designee; and

(13) one member of the Minnesota Board on Aging, selected by the board.
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(b) The executive director of the Minnesota Board on Aging serves on the working @asocapnonvoting
member.

(c) _The appointing authorities under this subdivision must complete their appointments no later than
Decemberlb, 2017.

(d) To the extent practicable, the membership of the working group must reflect the diversity in Minnesota, and
must include representatives from rural and metropolitan areas and representatives of different ethnicities, races,
genders, ages, cultural groups, and abilities.

Subd.2. Duties; recommendations The Alzheimer's disease working group must review avése the 2011
report, Preparing Minnesota for Alzheimerttie Budgetary, Social and Personal Impadise working group shall
consider and make recommendations and findings on the following issues as related to Alzheimer's disease or other
dementias:

(1) analysis and assessment of public health and health care data to accurately determine trends and disparities in
cognitive decline;

(2) public awareness, knowledge, and attitudes, including knowledge gaps, stigma, availability of information,
and suppdive community environments;

(3) risk reduction, including health education and health promotion on risk factors, safety, and potentially
avoidable hospitalizations;

(4) diagnosis and treatment, including early detection, access to diagnosis, quaditgasftia care, and cost of
treatment;

(5) professional education and training, including geriatric education for licensed health care professionals and
dementiaspecific training for direct care workers, first responders, and other professiooafanmnities;

(6) residential services, including cost to families as well as regulation and licensing gaps; and

(7) cultural competence and responsiveness to reduce health disparities and improve accesgutdithigh
dementia care.

Subd.3. Meetings. The Board on Aging must convene the first meeting of the working group no later than
January 15, 2018 Before the first meeting, the Board on Aging must designate one member to serve .as chair
Meetings of the working group must be open to the pubtid,ta the extent practicable, technological means, such
as Web casts, shall be used to reach the greatest number of people throughout fhikestabeking group may not
meet more than five times.

Subd.4. Compensation Members of the working group rs& without compensation, but may be reimbursed
for allowed actual and necessary expenses incurred in the performance of the member's duties for the working group
in the same manner and amount as authorized by the commissioner's plan adopted undeaNitattetast, section
43A.18, subdivision 2.

Subd.5. Administrative support. The Minnesota Board on Aging shall provide administrative support and
arrange meeting space for the working group.
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Subd.6. Report. The Board on Aging must submit a reportyading the findings and recommendations of the
working group, including any draft leqgislation necessary to implement the recommendations, to the governor and
chairs and ranking minority members of the legislative committees with jurisdiction over hemaltly danuary 15, 2019.

Subd.7. Expiration. The working group expires June 30, 2019, or the day after the working group submits the
report required in subdivision 6, whichever is earlier.

Sec.62. CONSUMER-DIRECTED COMMUNITY SUPPORTS REVISED BUDGET M ETHODOLOGY
REPORT.

(a) The commissioner of human services, in consultation with stakeholders and others including representatives
of lead agencies, home and commuitiised services waiver participants using considinected community
supports, advocacgroups, state agencies, the Institute on Community Integration at the University of Minnesota,
and service and financial management providers, shall develop a revised cedisaoted community supports
budget methodologyThe new methodology shall bedmal on (1) the costs of providing services as reflected by the
wage and other relevant components incorporated in the disability waiver rate formulas under chapter 256B, and (2)
stateto-county waiverfunding methodologiesThe new methodology should déme individual consumedirected
community supports budgets comparable to those provided for similar needs individuals if paying for
non-consumeirected community supports waiver services.

(b) By December 15, 2018, the commissioner shall repadavised consumedirected community supports
budget methodology, including proposed legislation and funding necessary to implement the new methodology, to
the chairs and ranking minority members of the house of representatives and senate committegsdvitioru
over health and human services.

EFFECTIVE DATE . This section is effective the day following final enactment.

Sec.63. DIRECTION TO COMMISSIONER; TELECOMMUNICATION EQUIPMENT PROGRAM.

The commissioner of human services shall workansultation with the Commission of Deaf, Deafblind, and
Hardof-Hearing Minnesotans to provide recommendations by January 15, 2018, to the chairs and ranking minority
members of the house of representatives and senate committees with jurisdiction aueisamices to modernize
the telecommunication equipment prograhihe recommendations must address:

(1) types of equipment and supports the program should provide to ensure people with communication
difficulties have equitable access to telecommunicatg®srvices;

(2) additional services the program should provide, such as education about technology options that can improve
a person's access to telecommunications services; and

(3) how the current program's service delivery structure might be improvieeltter meet the needs of people
with communication disabilities.

The commissioner shall also provide draft legislative language to accomplish the recommend&iioals
recommendations, the final report, and draft legislative language must be apbyolweth the commissioner and
the chair of the Commission of Deaf, Deafblind, and Hafrtlearing Minnesotans.

Sec.64. DIRECTION TO COMMISSIONER; BILLING FOR MENTAL HEALTH SERVICES.

By January 1, 2018, the commissioner of human services shall reptiré tochairs and ranking minority
members of the house of representatives and senate committees with jurisdiction over deaf-aftieaairh
services on the potential costs and benefits of the Deaf andaftatelaring Services Division billing for the dosf
providing mental health services.
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Sec.65. ELECTRONIC SERVICE DELIVERY DOCUMENTATION SYSTEM.

Subdivision 1 Documentation; establishment The commissioner of human services shall establish
implementation requirements and standards for an electsenvice delivery documentation system to comply with
the 21st Century Cures Act, Public Law 1135.

Subd.2. Definitions. (a) For purposes of this section, the terms in this subdivision have the meanings given them

(b) "Electronic service delivergocumentation” means the electronic documentation of the:

(1) type of service performed;

(2) individual receiving the service;

(3) date of the service;

(4) location of the service delivery;

(5) individual providing the service; and

(6) time theservice begins and ends.

(c) "Electronic service delivery documentation system" means a system that provides electronic service delivery
documentation that complies with the 21st Century Cures Act, Public Law?33 4and the requirements of
subdivision 3

(d) "Service" means one of the following:

(1) personal care assistance services as defined in Minnesota Statutes, section 256B.0625, subdivision 19a, and
provided according to Minnesota Statutes, section 256B.0659; or

(2) community first services arstipports under Minnesota Statutes, section 256B.85.

Subd.3. Reqguirements (a) In developing implementation requirements for an electronic service delivery
documentation system, the commissioner shall consider electronic visit verification systenthesinelectronic
service delivery documentation methodghe commissioner shall convene stakeholders that will be impacted by an
electronic service delivery system, including service providers and their representatives, service recipients and their
represatatives, and, as appropriate, those with expertise in the development and operation of an electronic service
delivery documentation system, to ensure that the requirements:

(1) are minimally administratively and financially burdensome to a provider;

(2) are minimally burdensome to the service recipient and the least disruptive to the service recipient in receiving
and maintaining allowed services;

(3) consider existing best practices and use of electronic service delivery documentation;

(4) are condueid according to all state and federal laws;

(5) are effective methods for preventing fraud when balanced against the requirements of clauses (1) and (2); and
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(6) are consistent with the Department of Human Services' policies related to covered sbexibdiy of
service use, and guality assurance.

(b) The commissioner shall make training available to providers on the electronic service delivery
documentation system requirements.

(c) The commissioner shall establish baseline measurements relateveating fraud and establish measures
to determine the effect of electronic service delivery documentation requirements on program integrity.

Subd.4. Legislative report. (a) The commissioner shall submit a report by January 15, 2018, to the cidhirs a
ranking minority members of the legislative committees with jurisdiction over human services with
recommendations, based on the requirements of subdivision 3, to establish electronic service delivery documentation
system requirements and standar@lse report shall identify:

(1) the essential elements necessary to operationalize delab@lectronic service delivery documentation
system to be implemented by January 1, 2019; and

(2) enhancements to the bdeeel electronic service delivery documatibn system to be implemented by
January 1, 2019, or after, with projected operational costs and the costs and benefits for system enhancements.

(b) The report must also identify current regulations on service providers that are either inefficiengllgninim
effective, or will be unnecessary with the implementation of an electronic service delivery documentation system.

EFFECTIVE DATE . This section is effective the day following final enactment.

Sec.66. TRANSPORTATION STUDY.

The commissioner of humaservices, with cooperation from lead agencies and in consultation with
stakeholders, shall conduct a study to identify opportunities to increase access to transportation services for an
individual who receives home and commusbysed services The comnissioner shall submit a report with
recommendations to the chairs and ranking minority members of the legislative committees with jurisdiction over
human services by January 15, 20T%e report shall:

(1) study all aspects of the current transportagervice network, including the fleavailable, the different
ratesetting methods currently used, methods that an individual uses to access transportation, and the diversity of
available provider agencies;

(2) identify current barriers for an individualccessing transportation and for a provider providing waiver
services transportation in the marketplace;

(3) identify efficiencies and collaboration opportunities to increase available transportation, including
transportation funded by medical assistaace, available regional transportation and transit options;

(4) study transportation solutions in other states for delivering home and comilnaséty services;

(5) study provider costs required to administer transportation services;

(6) make recommendans for coordinating and increasing transportation accessibility across the state; and

(7) make recommendations for the rate setting of waivered transportation.

EFFECTIVE DATE . This section is effective the day following final enactment.
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Sec.67. DIRECTION TO COMMISSIONER; ICF/DD PAYMENT RATE STUDY.

Within available appropriations, the commissioner of human services shall study the intermediate care facility
for _persons with developmental disabilities payment rates under Minnesota Statutes, EfiBrE011 to
256B.5013, and make recommendations on the rate structure to the chairs and ranking minority members of the
legislative committees with jurisdiction over human services policy and finance by January 15, 2018.

Sec.68. FEDERAL WAIVER AMENDMEN TS.

The commissioner of human services shall submit necessary waiver amendments to the Centers for Medicare
and Medicaid Services to add employment exploration services, employment development services, and
employment support services to the home and comitgibased services waivers authorized under Minnesota
Statutes, sections 256B.092 and 256B.4%e commissioner shall also submit necessary waiver amendments to
remove communitpased employment services from day training and habilitation and previada@rvices The
commissioner shall submit all necessary waiver amendments by October 1, 2017.

EFFECTIVE DATE . This section is effective the day following final enactment.

Sec.69. EXCEPTION TO THE BUDGET METHODOLOGY FOR PERSONS LEAVING
INSTITUTIONS AND CRISIS RESIDENTIAL SETTINGS.

(a) By September 30, 2017, the commissioner shall establish an institutional and crisis bed edinsaraer
community supports budget exception process as described in the home and coibhas@ditgervices waivers
undersections 256B.092 and 256B.4%8his budget exception process shall be available for any individual who:

(1) is not offered available and appropriate services within 60 days since approval for discharge from the
individual's current institutional settingr

(2) requires services that are more expensive than appropriateedassive services using the
consumetdirected community supports option.

(b) Institutional settings for purposes of this exception include intermediate care facilities for peitbons
developmental disabilities, nursing facilities, acute care hospitals, Anoka Metro Regional Treatment Center,
Minnesota Security Hospital, and crisis bed$e budget exception shall be limited to no more than the amount of
appropriate lesgestrictive available services determined by the lead agency managing the individual's home and
communitybased services waivefThe lead agency shall notify the Department of Human Services of the budget

exception.

EFFECTIVE DATE . This section is effective th#ay following final enactment.

Sec.70. REPEALER.

(a) Minnesota Statutes 2016, sections 256C.23, subdivision 3; 256C.233, subdivision 4; and 256C.25,
subdivisions 1 and &re repealed.

(b) Minnesota Statutes 2016, section 256B.4914, subdivisiois i€pealed effective January 1, 2018.
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ARTICLE 3
HEALTH DEPARTMENT AND PUBLIC HEALTH

Section 1 [144.059] PALLIATIVE CARE ADVISORY COUNCIL.

Subdivision 1 Establishment The Palliative Care Advisory Council is established to advise and assist the
commissioner of health regarding improving the quality and delivery of patgnéred and familfocused

palliative care.

Subd.2. Membership. (a) The council shall consist of 18 public members and four members of the legislature.

(b) The commissiorreshall appoint 18 public members, including at least the following:

(1) two physicians, of which one is certified by the American Board of Hospice and Palliative Medicine;

(2) two reqistered nurses or advanced practice registered nurses, of whicltcenifaésl by the National Board
for Certification of Hospice and Palliative Nurses;

(3) one care coordinator experienced in working with people with serious or chronic illness and their families;

(4) one spiritual counselor experienced in working witbge with serious or chronic illness and their families;

(5) three licensed health professionals, such as complementary and alternative health care practitioners, dietitians
or nutritionists, pharmacists, or physical therapists, who are neither phgsimamurses, but who have experience
as members of a palliative care interdisciplinary team working with people with serious or chronic illness and their
families;

(6) one licensed social worker experienced in working with people with serious or chimess and their
families;

(7) four patients or personal caregivers experienced with serious or chronic illness;

(8) one representative of a health plan company; and

(9) one physician assistant that is a member of the American Academy of HospicdliatideRdedicine.

(c) The Subcommittee on Committees of the Committee on Rules and Administration shall appoint one member
of the senate, the minority leader in the senate shall appoint one member of the senate, the speaker of the house shall
appoint onemember of the house of representatives, and the minority leader in the house of representatives shall
appoint one member of the house of representatives.

(d) Council membership must include, where possible, representation that is racially, cultugliigtitally,
geographically, and economically diverse.

(e) The council must include at least six members who reside outside Anoka, Carver, Chisago, Dakota,
Hennepin, Isanti, Mille Lacs, Ramsey, Scott, Sherburne, Sibley, Stearns, Washington, oiOMuiufies.

() Council membership must include health professionals who have palliative care work experience or expertise
in palliative care delivery models in a variety of inpatient, outpatient, and community settings, including acute care,
long-term careor hospice, with a variety of populations, including pediatric, youth, and adult patients.
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(g) To the extent possible, council membership must include persons who have experience in palliative care
research, palliative care instruction in a medical asing school setting, palliative care services for veterans as a
provider or recipient, or pediatric care.

Subd.3. Term. Members of the council shall serve for a term of three years and may be reappiietsiers
shall serve until their successtwave been appointed.

Subd.4. Administration. The commissioner or the commissioner's designee shall provide meeting space and
administrative services for the council.

Subd.5. Initial appointments and first meeting. The appointing authorities shajyoint the first members of
the council by July 1, 2017The commissioner shall convene the first meeting by September 15, 2017, and the
commissioner or the commissioner's designee shall act as chair until the council elects a chair at its first meeting.

Subd.6. Chairs. At the council's first meeting, and biannually thereafter, the members shall elect a chair and a
vice-chair whose duties shall be established by the council.

Subd.7. Meeting. The council chair shall fix a time and place for reguigetings of the council, which shall
meet at least twice yearly.

Subd.8. No compensation Public members of the council serve without compensation, except for
reimbursement from the commissioner for allowed actual and necessary expenses incurneerfarthance of the
public member's council duties.

Subd.9. Duties. (a) The council shall consult with and advise the commissioner on matters related to the
establishment, maintenance, operation, and outcomes evaluation of palliative care initidkieesate.

(b) By February 15 of each year, the council shall prepare and submit to the chairs and ranking minority
members of the committees of the senate and the house of representatives with primary jurisdiction over health care
a report containing description of:

(1) the advisory committee's assessment of the availability of palliative care in the state;

(2) the advisory committee's analysis of barriers to greater access to palliative care; and

(3) recommendations for leqgislative action.

(c) The Department of Health shall publish the report each year on the department's Web site.

EFFECTIVE DATE . This section is effective the day following final enactment.

Sec.2. [144.1215] AUTHORIZATION TO USE HANDHELD DENTAL X -RAY EQUIPMENT.

Subdivisionl. Definition; handheld dental xray equipment. For purposes of this section, "handheld dental
x-ray equipment" meansnay equipment that is used to take dental radiographs, is designed to be handheld during
operation, and is operated by an individaathorized to take dental radiographs under chapter 150A.

Subd.2. Use authorized (a) Handheld dental-say equipment may be used if the equipment:

(1) has been approved for human use by the United States Food and Drug Administration and is beiray used
manner consistent with that approval; and
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(2) utilizes a backscatter shield that:

(i) is composed of a leaded polymer or a substance with a substantially equivalent protective capacity;

(i) has at least 0.25 millimeters of lead or leddelding guivalent; and

(iii) is permanently affixed to the handheld dentaby equipment.

(b) The use of handheld dentatay equipment is prohibited if the equipment's backscatter shield is broken or
not permanently affixed to the system.

(c) The use of hatheld dental xay equipment shall not be limited to situations in which it is impractical to
transfer the patient to a stationaryay system.

(d) Handheld dental-ray equipment must be stored when not in use, by being secured in a restricted, locked
area of the facility.

(e) Handheld dental-kay equipment must be calibrated initially and at intervals that must not exceed 24.months
Calibration must include the test specified in Minnesota Rules, part 4732.1100, subpart 11.

() _Notwithstanding Minnsota Rules, part 4732.0880, subpart 2, item @& thbe housing and the
positiorrindicating device of handheld dentatay equipment may be handheld during an exposure.

Subd.3. Exemptions from certain shielding requirements Handheld dental-xay equpment used according
to this section and according to manufacturer instructions is exempt from the following requirements for the

equipment:

(1) shielding requirements in Minnesota Rules, part 4732.0365, item B; and

(2) requirements for the location dfet xray control console or utilization of a protective barrier in Minnesota
Rules, part 4732.0800, subpart 2, item B, subitems (2) and (3), provided the equipment utilizes a backscatter shield
that satisfies the requirements in subdivision 2, paragrapbléase (2).

Subd.4. Compliance with rules A registrant using handheld dentatay equipment shall otherwise comply
with Minnesota Rules, chapter 4732.

Sec.3. Minnesota Statutes 2016, section 144.1501, subdivision 2, is amended to read:

Subd.2. Creation of account (a) A health professional education loan forgiveness program account is
established The commissioner of health shall use money from the account to establish a loan forgiveness program:

(1) for medical residents and mental hegfttofessionals agreeing to practice in designated rural areas or
underserved urban communities or specializing in the area of pediatric psychiatry;

(2) for midlevel practitioners agreeing to practice in designated rural areas or to teach at least h@uwssdir
720 hours per year in the nursing field in a postsecondary program at the undergraduate level or the equivalent at the
graduate level,

(3) for nurses who agree to practice in a Minnesota nursing home; an intermediate care facility forwg#rsons
developmental disabilitypr a hospital if the hospital owns and operates a Minnesota nursing home and a minimum
of 50 percent of the hours worked by the nurse is in the nursing himeusing with services establishment as
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defined in sectiod44D.01, subdivision 4; or a home care provider as defined in section 144A.43, subdivizion 4;
agree to teach at least 12 credit hours, or 720 hours per year in the nursing field in a postsecondary program at the
undergraduate level or the equivalenthet graduate level;

(4) for other health care technicians agreeing to teach at least 12 credit hours, or 720 hours per year in their
designated field in a postsecondary program at the undergraduate level or the equivalent at the graduite level
commssioner, in consultation with the Healthcare Educatimustry Partnership, shall determine the health care
fields where the need is the greatest, including, but not limited to, respiratory therapy, clinical laboratory technology,
radiologic technology,ra surgical technology;

(5) for pharmacists, advanced dental therapists, dental therapists, and public health nurses who agree to practice
in designated rural areas; and

(6) for dentists agreeing to deliver at least 25 percent of the dentist's pa#égt encounters to state public
program enrollees or patients receiving sliding fee schedule discounts through a formal sliding fee schedule meeting
the standards established by the United States Department of Health and Human Services under Cedd of Fed
Regulations, title 42, section 51, chapter 303.

(b) Appropriations made to the account do not cancel and are available until expended, except that at the end of
each biennium, any remaining balance in the account that is not committed by contraot apdded to fulfill
existing commitments shall cancel to the fund.

Sec.4. [144.1504] SENIOR CARE WORKFORCE INNOVATION GRANT PROGRAM.

Subdivision 1 Establishment The senior care workforce innovation grant program is established to assist
eligible applicants to fund pilot programs or expand existing programs that increase the pool of caregivers working
in the field of senior care services.

Subd.2. Competitive grants. The commissioner shall make competitive grants available to eligible applicant
to expand the workforce for senior care services.

Subd.3. Eligibility . (a) Eligible applicants must recruit and train individuals to work with individuals who are
primarily 65 years of age or older and receiving services through:

(1) a home and comumnity-based setting, including housing with services establishments as defined in section
144D.01, subdivision 4;

(2) adult day care as defined in section 245A.02, subdivision 2a;

(3) home care services as defined in section 144A.43, subdivision 3; or

(4) a nursing home as defined in section 144A.01, subdivision 5.

(b) Applicants must apply for a senior care workforce innovation grant as specified in subdivision 4.

Subd.4. Application. (a) Eligible applicants must apply for a grant on the formsamaording to the timelines
established by the commissioner.

(b) Each applicant must propose a project or initiative to expand the number of workers in the field of senior
care servicesAt a minimum, a proposal must include:
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(1) a description of thaenior care workforce innovation project or initiative being proposed, including the
process by which the applicant will expand the senior care workforce;

(2) whether the applicant is proposing to target the proposed project or initiative to any afupe described
in paragraph (c);

(3) information describing the applicant's current senior care workforce project or initiative, if applicable;

(4) the amount of funding the applicant is seeking through the grant program;

(5) any other sources @inding the applicant has for the project or initiative;

(6) a proposed budget detailing how the grant funds will be spent; and

(7) outcomes established by the applicant to measure the success of the project or initiative.

Subd.5. Commissioner's duties; requests for proposals; grantee selectionga) By September 1, 2017, and
annually thereafter, the commissioner shall publish a request for proposals in the State Reqister specifying applicant
eligibility requirements, qualifying senior care workforic@ovation program criteria, applicant selection criteria,
documentation required for program participation, maximum award amount, and methods of evaluation.

(b) Priority must be given to proposals that target employment of individuals who have mudtipkrsbto
employment, individuals who have been unemployed-tengn, and veterans.

(c) The commissioner shall determine the maximum award for grants and make grant selections based on the
information provided in the grant application, including the ét&d employment population, the applicant's
proposed budget, the proposed measurable outcomes, and other criteria as determined by the commissioner.

Subd.6. Grant funding. Notwithstanding any law or rule to the contrary, funds awarded to granteegdnta
agreement under this section do not lapse until the grant agreement expires.

Subd.7. Reporting requirements. (a) Grant recipients shall report to the commissioner on the forms and
according to the timelines established by the commissioner.

(b) The commissioner shall report to the chairs and ranking minority members of the house of representatives
and senate committees with jurisdiction over health by January 15, 2019, and annually thereafter, on the grant
program The report must include:

(1) information on each grant recipient;

(2) a summary of all projects or initiatives undertaken with each grant;

(3) the measurable outcomes established by each grantee, an explanation of the evaluation process used to
determine whether the outcomes werd,rard the results of the evaluation; and

(4) an accounting of how the grant funds were spent.

(c) During the grant period, the commissioner may require_and collect from grant recipients additional
information necessary to evaluate the grant program.
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Sec 5. [144.1505] PRIMARY CARE AND MENTAL HEALTH PROFESSIONS CLINICAL TRAINING
EXPANSION GRANT PROGRAM.

Subdivision 1 Definitions. For purposes of this section, the following definitions apply:

(1) "eligible advanced practice registered nurse progmagens a program that is located in Minnesota and is
currently accredited as a master's, doctoral, or postgraduate level advanced practice registered nurse program by the
Commission on Collegiate Nursing Education or by the Accreditation Commission foatieauinn Nursing, or is a
candidate for accreditation;

(2) "eligible dental therapy program" means a dental therapy education program or advanced dental therapy
education program that is located in Minnesota and is either:

(i) approved by the Board of BDastry; or

(ii) currently accredited by the Commission on Dental Accreditation;

(3) "eligible mental health professional program" means a program that is located in Minnesota and is listed as a
mental health professional training program by the appatgoraccrediting body for clinical social work,
psychology, marriage and family therapy, or licensed professional clinical counseling, or is a candidate for
accreditation;

(4) "eligible physician assistant program” means a program that is located in Mareesd is currently
accredited as a physician assistant program by the Accreditation Review Commission on Education for the
Physician Assistant, or is a candidate for accreditation;

(5) "eligible pharmacy program"” means a program that is locat®tinnesota and is currently accredited as a
doctor of pharmacy program by the Accreditation Council on Pharmacy Education;

(6) "mental health professional" means an individual providing clinical services in the treatment of mental illness
who meets one dhe definitions in section 245.462, subdivision 18; and

(7) "project" means a project to establish or expand clinical training for physician assistants, advanced practice
registered nurses, pharmacists, dental therapists, advanced dental therapigatabrhealth professionals in
Minnesota.

Subd.2. Program. (a) The commissioner of health shall award health professional training site grants to
eligible physician assistant, advanced practice registered nurse, pharmacy, dental therapy, and rdtental hea
professional programs to plan and implement expanded clinical traiAipéanning grant shall not exceed $75,000,
and a training grant shall not exceed $150,000 for the first year, $100,000 for the second year, and $50,000 for the
third year per progam.

(b) Funds may be used for:

(1) establishing or expanding clinical training for physician assistants, advanced practice registered nurses,
pharmacists, dental therapists, advanced dental therapists, and mental health professionals in Minnesota;

(2) recruitment, training, and retention of students and faculty;

(3) connecting students with appropriate clinical training sites, internships, practicums, or externship activities;
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(4) travel and lodging for students;

(5) faculty, student, and preceptotsees, incentives, or other financial support;

(6) development and implementation of cultural competency training;

(7) evaluations;

(8) training site improvements, fees, equipment, and supplies required to establish, maintain, or expand a
physician asstant, advanced practice registered nurse, pharmacy, dental therapy, or mental health professional
training program; and

(9) supporting clinical education in which trainees are part of a primary care team model.

Subd.3. Applications. Eligible physician assistant, advanced practice registered nurse, pharmacy, dental
therapy, and mental health professional programs seeking a grant shall apply to the commiggipheations
must include a description of the number of additional students whdevirained using grant funds; attestation
that funding will be used to support an increase in the number of clinical training slots; a description of the problem
that the proposed project will address; a description of the project, including all sestsated with the project,
sources of funds for the project, detailed uses of all funds for the project, and the results expected; and a plan to
maintain or operate any component included in the project after the grant. p@tiedapplicant must describe
achievable objectives, a timetable, and roles and capabilities of responsible individuals in the organization.

Subd.4. Consideration of applications The commissioner shall review each application to determine whether
or not the application is comp&etind whether the program and the project are eligible for a. ghargvaluating
applications, the commissioner shall score each application based on factors including, but not limited to, the
applicant's clarity and thoroughness in describing the drajet the problems to be addressed, the extent to which
the applicant has demonstrated that the applicant has made adequate provisions to ensure proper and efficient
operation of the training program once the grant project is completed, the extent tathvehpmoposed project is
consistent with the goal of increasing access to primary care and mental health services for rural and underserved
urban communities, the extent to which the proposed project incorporatebdsachprimary care, and project costs
and use of funds.

Subd.5. Program oversight The commissioner shall determine the amount of a grant to be given to an
eligible program based on the relative score of each eligible program's application, other relevant factors discussed
during the revies, and the funds available to the commission&ppropriations made to the program do not cancel
and are available until expendeDuring the grant period, the commissioner may require and collect from programs
receiving grants any information necess@argvaluate the program.

Sec.6. Minnesota Statutes 2016, section 144.1506, is amended to read:

144 1506RPRIMARY-CARE- PHYSICIAN RESIDENCY EXPANSION GRANT PROGRAM.

Subdivision 1 Definitions. For purposes of this section, the following definitiapply:

(1) "eligible primary-cargphysicianresidency program" means a program that meets the following criteria:

(i) is located in Minnesota;



38TH DAY] FRIDAY, MARCH 31,2017 3497

(ii) trains medical residents in the specialties of family medicine, general internal medicine, generatgediatr
psychiatry, geriatricsgr general surgetyobstetrics and gynecology, or other physician specialties with training
programs that incorporate rural training componestsl

(i) is accredited by the Accreditation Council for Graduate Medical Edutaii presents a credible plan to
obtain accreditation;

(2) "eligible project" means a project to establish a new eligbimary-carephysicianresidency program or
create at least one new residency slot in an existing eligilteary-carghysicianresidency program; and

(3) "new residency slot" means the creation of a new residency position and the execution of a contract with a
new resident in a residency program.

Subd.2. Expansion grant program. (a) The commissioner of health shall awamginan—eare physician
residency expansion grants to eligildemary—earephysicianresidency programs to plan and implement new
residency slots A planning grant shall not exceed $75,000, and a training grant shall not exceed $150,000 per new
residency slotdr the first year, $100,000 for the second year, and $50,000 for the third year of the new residency slot

(b) Funds may be spent to cover the costs of:
(1) planning related to establishing an accrediéehary-carephysicianresidency program;

(2) obtaining accreditation by the Accreditation Council for Graduate Medical Education or another national
body that accredits residency programs;

(3) establishing new residency programs or new resident training slots;

(4) recruitment, training, and retemii of new residents and faculty;

(5) travel and lodging for new residents;

(6) faculty, new resident, and preceptor salaries related to new residency slots;

(7) training site improvements, fees, equipment, and supplies required forimeswy—carephysicianresident
training slots; and

(8) supporting clinical education in which trainees are part of a primary care team model.

Subd.3. Applications for expansion grants Eligible primary—carephysicianresidency programs seeking a
grant shall applyto the commissioner Applications must include the number of nesimary—earephysician
residency slots planned or under contract; attestation that funding will be used to support an increase in the number
of available residency slots; a descriptiontd# training to be received by the new residents, including the location
of training; a description of the project, including all costs associated with the project; all sources of funds for the
project; detailed uses of all funds for the project; the re®xpected; and a plan to maintain the new residency slot
after the grant periodThe applicant must describe achievable objectives, a timetable, and roles and capabilities of
responsible individuals in the organization.

Subd.4. Consideration of expangn grant applications. The commissioner shall review each application to
determine whether or not the residency program application is complete and whether the proposed new residency
program and any new residency slots are eligible for a.giidmt comnissioner shall award grants to support up to
six family medicine, general internal medicine, or general pediatrics residents; four psychiatry residents; two
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geriatrics residentsand—two four general surgery residentsvo obstetrics and gynecology resitlenand four
specialty physician residents participating in training programs that incorporate rural training compdhents
insufficient applications are received from any eligible specialty, funds may be redistributed to applications from
other eligiblespecialties.

Subd.5. Program oversight During the grant period, the commissioner may require and collect from grantees
any information necessary to evaluate the prograkppropriations made to the program do not cancel and are
available until experet.

Sec.7. [144.397] STATEWIDE TOBACCO QUITLINE SERVICES.

(a) The commissioner of health shall administer, or contract for the administration of, a statewide tobacco
quitline service to assist Minnesotans who are seeking advice or services to hetpithesing tobacco products
The commissioner shall establish statewide public awareness activities to inform the public of the availability of the
service and encourage the public to utilize the services because of the dangers and harm of tobadco use an

dependence.

(b) Services to be provided include, but are not limited to:

(1) telephonébased coaching and counseling;

(2) referrals;

(3) written materials mailed upon request;

(4) Webbased texting oe-mailservices; and

(5) free Food and Drug Adimistrationapproved tobacco cessation medications.

(c) Services provided must be consistent with eviddrased best practices in tobacco cessation services
Services provided must be coordinated with employer, health plan company, and private sactar poevention
and cessation services that may be available to individuals depending on their employment or health coverage.

Sec.8. Minnesota Statutes 2016, section 144.551, subdivision 1, is amended to read:

Subdivision 1 Restricted constructionor modification. (a) The following construction or modification may
not be commenced:

(1) any erection, building, alteration, reconstruction, modernization, improvement, extension, lease, or other
acquisition by or on behalf of a hospital that increabesbed capacity of a hospital, relocates hospital beds from
one physical facility, complex, or site to another, or otherwise results in an increase or redistribution of hospital beds
within the state; and

(2) the establishment of a new hospital.
(b) This section does not apply to:
(1) construction or relocation within a county by a hospital, clinic, or other health care facility that is a national

referral center engaged in substantial programs of patient care, medical research, and medical edetiation me
state and national needs that receives more than 40 percent of its patients from outside the state of Minnesota;
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(2) a project for construction or modification for which a health care facility held an approved certificate of need
on May 1, 1984regardless of the date of expiration of the certificate;

(3) a project for which a certificate of need was denied before July 1, 1990, if a timely appeal results in an order
reversing the denial;

(4) a project exempted from certificate of need requirasney Laws 1981, chapter 200, section 2;

(5) a project involving consolidation of pediatric specialty hospital services within the Minne3p&tesul
metropolitan area that would not result in a net increase in the number of pediatric specialty hedpiéahong the
hospitals being consolidated;

(6) a project involving the temporary relocation of pediatrithopedic hospital beds to an existing licensed
hospital that will allow for the reconstruction of a new philanthropic, pediattitopedic hospal on an existing
site and that will not result in a net increase in the number of hospital bgpd® completion of the reconstruction,
the licenses of both hospitals must be reinstated at the capacity that existed on each site before the relocation;

(7) the relocation or redistribution of hospital beds within a hospital building or identifiable complex of
buildings provided the relocation or redistribution does not resul{ijnan increase in the overall bed capacity at
that site; (ii) relocation ohospital beds from one physical site or complex to another; or (iii) redistribution of
hospital beds within the state or a region of the state;

(8) relocation or redistribution of hospital beds within a hospital corporate system that involves the tfansfe
beds from a closed facility site or complex to an existing site or complex providedijha: more than 50 percent
of the capacity of the closed facility is transferred; (ii) the capacity of the site or complex to which the beds are
transferred des not increase by more than 50 percent; (iii) the beds are not transferred outside of a federal health
systems agency boundary in place on July 1, 1983; and (iv) the relocation or redistribution does not involve the
construction of a new hospital building

(9) a construction project involving up to 35 new beds in a psychiatric hospital in Rice County that primarily
serves adolescents and that receives more than 70 percent of its patients from outside the state of Minnesota;

(10) a project to replace a $mital or hospitals with a combined licensed capacity of 130 beds or Ig$stife
new hospital site is located within five miles of the current site; and (ii) the total licensed capacity of the
replacement hospital, either at the time of construaifahe initial building or as the result of future expansion, will
not exceed 70 licensed hospital beds, or the combined licensed capacity of the hospitals, whichever is less;

(11) the relocation of licensed hospital beds from an existing state fagisated by the commissioner of
human services to a new or existing facility, building, or complex operated by the commissioner of human services;
from one regional treatment center site to another; or from one building or site to a new or existing busding
on the same campus;

(12) the construction or relocation of hospital beds operated by a hospital having a statutory obligation to
provide hospital and medical services for the indigent that does not result in a net increase in the numbeal of hospit
beds, notwithstanding section 144.552, 27 beds, of which 12 serve mental health needs, may be transferred from
Hennepin County Medical Center to Regions Hospital under this clause;

(13) a construction project involving the addition of up to 31 new lred existing nonfederal hospital in
Beltrami County;
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(14) a construction project involving the addition of up to eight new beds in an existing nonfederal hospital in
Otter Tail County with 100 licensed acute care beds;

(15) a construction project inwohg the addition of 20 new hospital beds used for rehabilitation services in an
existing hospital in Carver County serving the southwest suburban metropolitanBaes constructed under this
clause shall not be eligible for reimbursement under medssastance or MinnesotaCare;

(16) a project for the construction or relocation of up to 20 hospital beds for the operation of up to two
psychiatric facilities or units for children provided that the operation of the facilities or units have received the
approval of the commissioner of human services;

(17) a project involving the addition of 14 new hospital beds to be used for rehabilitation services in an existing
hospital in Itasca County;

(18) a project to add 20 licensed beds in existing space aispitdl in Hennepin County that closed
20rehabilitation beds in 2002, provided that the beds are used only for rehabilitation in the hospital's current
rehabilitation building If the beds are used for another purpose or moved to another locationgitallsdicensed
capacity is reduced by 20 beds;

(19) a critical access hospital established under section 144.1483, clause (9), and section 1820 of the federal
Social Security Act, United States Code, title 42, section 189%nat delicensed beds sinenactment of the
Balanced Budget Act of 1997, Public Law 183, to the extent that the critical access hospital does not seek to
exceed the maximum number of beds permitted such hospital under federal law;

(20) notwithstanding section 144.552, a profec the construction of a new hospital in the city of Maple Grove
with a licensed capacity of up to 300 beds provided that:

(i) the project, including each hospital or health system that will own or control the entity that will hold the new
hospital liense, is approved by a resolution of the Maple Grove City Council as of March 1, 2006;

(ii) the entity that will hold the new hospital license will be owned or controlled by one or mefer+pobfit
hospitals or health systems that have previously dtdxina plan or plans for a project in Maple Grove as required
under section 144.552, and the plan or plans have been found to be in the public interest by the commissioner of
health as of April 1, 2005;

(iii) the new hospital's initial inpatient servicesust include, but are not limited to, medical and surgical
services, obstetrical and gynecological services, intensive care services, orthopedic services, pediatric services,
noninvasive cardiac diagnostics, behavioral health services, and emergencgmnaoass

(iv) the new hospital:

(A) will have the ability to provide and staff sufficient new beds to meet the growing needs of the Maple Grove
service area and the surrounding communities currently being served by the hospital or health systenowrat will
or control the entity that will hold the new hospital license;

(B) will provide uncompensated care;

(C) will provide mental health services, including inpatient beds;

(D) will be a site for workforce development for a broad spectrutreafthcarerelated occupations and have a
commitment to providing clinical training programs for physicians and other health care providers;
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(E) will demonstrate a commitment to quality care and patient safety;
(F) will have an electronic medical recoisstem, including physician order entry;
(G) will provide a broad range of senior services;

(H) will provide emergency medical services that will coordinate care with regional providers of trauma services
and licensed emergency ambulance services ierama enhance the continuity of care for emergency medical
patients; and

(1) will be completed by December 31, 2009, unless delayed by circumstances beyond the control of the entity
holding the new hospital license; and

(v) as of 30 days following subnsi®n of a written plan, the commissioner of health has not determined that the
hospitals or health systems that will own or control the entity that will hold the new hospital license are unable to
meet the criteria of this clause;

(21) a project approveahder section 144.553;

(22) a project for the construction of a hospital with up to 25 beds in Cass County withimike 28dius of the
state AhGwahChing facility, provided the hospital's license holder is approved by the Cass County Board;

(23) a poject for an acute care hospital in Fergus Falls that will increase the bed capacity from 108 to 110 beds
by increasing the rehabilitation bed capacity from 14 to 16 and closing a separately licebseldskiBled nursing
facility;

(24) notwithstanding ection 144.552, a project for the construction and expansion of a specialty psychiatric
hospital in Hennepin County for up to 50 beds, exclusively for patients who are under 21 years of age on the date of
admission The commissioner conducted a publiceieist review of the mental health needs of Minnesota and the
Twin Cities metropolitan area in 2008\o further public interest review shall be conducted for the construction or
expansion project under this clause;

(25) a project for a Hed psychiatrichospital in the city of Thief River Falls, if the commissioner finds the
project is in the public interest after the public interest review conducted under section 144.552 is cemplete;

(26)(i) a project for a 2ed psychiatric hospital, within an etiwgy facility in the city of Maple Grove,
exclusively for patients who are under 21 years of age on the date of admission, if the commissioner finds the
project is in the public interest after the public interest review conducted under section 144d55ése;

(ii) this project shall serve patients in the continuing care benefit program under section 25G.86980ject
may also serve patients not in the continuing care benefit program; and

(iii) if the project ceases to participate in the contigucare benefit program, the commissioner must complete a
subsequent public interest review under section 144.55Re project is found not to be in the public interest, the
license must be terminated six months from the date of that findihghe commissioner of human services
terminates the contract without cause or reduces per diem payment rates for patients under the continuing care
benefit program below the rates in effect for services provided on December 31, 2015, the project may cease to
paricipate in the continuing care benefit program and continue to operate without a subsequent public interest
review,_ or
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(27) a project involving the addition of 21 new beds in an existing psychiatric hospital in Hennepin County that
is exclusively fompatients who are under 21 years of age on the date of admission

EFFECTIVE DATE . This section is effective the day following final enactment.

Sec.9. [144.88] MINNESOTA BIOMEDICINE AND BIOETHICS INNOVATION GRANTS.

Subdivision 1 Grants. (a) The comrissioner of health, in consultation with interested parties with relevant
knowledge and expertise as specified in subdivision 2, shall award grants to entities that apply for a grant under this
subdivision to fund innovations and research in biomedicirie laoethics Grant funds must be used to fund
biomedical and bioethical research, and related clinical translation and commercialization activities in this state
Entities applying for a grant must do so in a form and manner specified by the commis3ibaezommissioner
and interested parties shall use the following criteria to award grants under this subdivision:

(1) the likelihood that the research will lead to a new discovery;

(2) the prospects for commercialization of the research;

(3) the likelhood that the research will strengthen Minnesota's economy through the creation of new businesses,
increased public or private funding for research in Minnesota, or attracting additional clinicians and researchers to
Minnesota; and

(4) whether the propes research includes a bioethics research plan to ensure the research is conducted using
ethical research practices.

(b) Projects that include the acquisition or use of human fetal tissue are not eligible for grants under this
subdivision. For purposes$ this paragraph, "human fetal tissue" has the meaning given in United States Code, title 42

section 289¢L(f).

Subd.2. Consultation. In awarding grants under subdivision 1, the commissioner must consult with interested
parties who are able to provittee commissioner with technical information, advice, and recommendations on grant
projects and awardsinterested parties with whom the commissioner must consult include but are not limited to
representatives of the University of Minnesota, Mayo Climiod private industries who have expertise in
biomedical research, bioethical research, clinical translation, commercialization, and medical venture financing.

Sec.10. Minnesota Statutes 2016, section 144.99, subdivision 1, is amended to read:

Subdivison 1 Remedies available The provisions of chapters 103l and 157 and sections 115.71 to 115.77,
144.12, subdivision 1, paragraphs (1), (2), (5), (89),((12), (13), (14), and (15)44.1201 to 144.1204; 144.121;
144.1215;144.1222; 144.35; 144.381 1044.385; 144.411 to 144.417; 144.495; 144.71 to 144.74; 144.9501 to
144.9512; 144.97 to 144.98; 144.992; 326.70 to 326.785; 327.10 to 327.131; and 327.14 to 327.28 and all rules,
orders, stipulation agreements, settlements, compliance agreements, licegisaations, certificates, and permits
adopted or issued by the department or under any other law now in force or later enacted for the preservation of
public health may, in addition to provisions in other statutes, be enforced under this section.

Sec 11. Minnesota Statutes 2016, section 144A.474, subdivision 11, is amended to read:

Subd.11. Fines (a) Fines and enforcement actions under this subdivision may be assessed based on the level
and scope of the violations described in paragraph (ojlag/s:

(1) Level 1, no fines or enforcement;
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(2) Level 2, fines ranging from $0 to $500, in addition to any of the enforcement mechanisms authorized in
section 144A.475 for widespread violations;

(3) Level 3, fines ranging from $500 to $1,000, in addito any of the enforcement mechanisms authorized in
section 144A.475; and

(4) Level 4, fines ranging from $1,000 to $5,000, in addition to any of the enforcement mechanisms authorized
in section 144A.475.

(b) Correction orders for violations are caidged by both level and scope and fines shall be assessed as
follows:

(2) level of violation:

(i) Level 1 is a violation that has no potential to cause more than a minimal impact on the client and does not
affect health or safety;

(i) Level 2 is a vidation that did not harm a client's health or safety but had the potential to have harmed a
client's health or safety, but was not likely to cause serious injury, impairment, or death;

(i) Level 3 is a violation that harmed a client's health or safiety,including serious injury, impairment, or
death, or a violation that has the potential to lead to serious injury, impairment, or death; and

(iv) Level 4 is a violation that results in serious injury, impairment, or death.
(2) scope of violation:

(i) isolated, when one or a limited number of clients are affected or one or a limited number of staff are involved
or the situation has occurred only occasionally;

(i) pattern, when more than a limited number of clients are affected, more than a limitbdrmfnstaff are
involved, or the situation has occurred repeatedly but is not found to be pervasive; and

(i) widespread, when problems are pervasive or represent a systemic failure that has affected or has the
potential to affect a large portion or afithe clients.

(c) If the commissioner finds that the applicant or a home care provider required to be licensed under sections
144A.43 to 144A.482 has not corrected violations by the date specified in the correction order or conditional license
resultig from a survey or complaint investigation, the commissioner may impose a fikenotice of
noncompliance with a correction order must be mailed to the applicant's or provider's last known atloeess
noncompliance notice must list the violations natrected.

(d) The license holder must pay the fines assessed on or before the payment date. sif¢bdididense holder
fails to fully comply with the order, the commissioner may issue a second fine or suspend the license until the
license holder conligs by paying the fine A timely appeal shall stay payment of the fine until the commissioner
issues a final order.

(e) A license holder shall promptly notify the commissioner in writing when a violation specified in the order is
corrected If upon renspection the commissioner determines that a violation has not been corrected as indicated by
the order, the commissioner may issue a second fitie commissioner shall notify the license holder by mail to
the last known address in the licensing recbiat & second fine has been asses3éw license holder may appeal
the second fine as provided under this subdivision.
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(f) A home care provider that has been assessed a fine under this subdivision has a right to a reconsideration or a
hearing under thisestion and chapter 14.

(g) When a fine has been assessed, the license holder may not avoid payment by closing, selling, or otherwise
transferring the licensed program to a third pattysuch an event, the license holder shall be liable for payment of
the fine.

(h) In addition to any fine imposed under this section, the commissioner may assess costs related to an
investigation that results in a final order assessing a fine or other enforcement action authorized by this chapter.

(i) Fines collected undehis subdivision shall be deposited in the state government special revenue fund and
credited to an account separate from the revenue collected under section 1448uljget to an appropriation by
the legislature, the revenue from the fines colleeteyy mustbe used by the commissioner for special projects to
improve home care in Minnesota as recommended by the advisory council established in section 144A.4799.

Sec.12. Minnesota Statutes 2016, section 144A.4799, subdivision 3, is amended to read:

Subd.3. Duties. (a) At the commissioner's request, the advisory council shall provide advice regarding
regulations of Department of Health licensed home care providers in this chapter, including advice on the following:

(1) community standards for hornare practices;

(2) enforcement of licensing standards and whether certain disciplinary actions are appropriate;
(3) ways of distributing information to licensees and consumers of home care;

(4) training standards;

(5) identifying emerging issues angportunities in the home care field, including the use of technology in home
and telehealth capabilities;

(6) allowable home care licensing modifications and exemptions, including a method for an integrated license
with an existing license for rural liosed nursing homes to provide limited home care services in an adjacent
independent living apartment building owned by the licensed nursing home; and

(7) recommendations for studies using the data in section 62U.04, subdivision 4, including but nettdimite
studies concerning costs related to dementia and chronic disease among an elderly population over 60 and additional
long-term care costs, as described in section 62U.10, subdivision 6.

(b) The advisory council shall perform other duties as diregtgbidocommissioner.

(c) The advisory council shall annually review the balance of the account in the state government special
revenue fund described in section 144A.474, subdivision 11, paragraph (i), and make annual recommendations by
January 15 directlyo the chairs and ranking minority members of the legislative committees with jurisdiction over
health and human services regarding appropriations to the commissioner for the purposes in section 144A.474,
subdivision 11, paragraph (i).

Sec.13. Minnesot Statutes 2016, section 144A.70, is amended by adding a subdivision to read:

Subd.4a Nurse. "Nurse" means a licensed practical nurse as defined in section 148.171, subdivision 8, or a
registered nurse as defined in section 148.171, subdivision 20.

EFFECTIVE DATE . This section is effective the day following final enactment.
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Sec.14. Minnesota Statutes 2016, section 144A.70, subdivision 6, is amended to read:

Subd.6. Supplemental nursing services agency "Supplemental nursing services agency'amg a person,
firm, corporation, partnership, or association engaged for hire in the business of providing or procuring temporary
employment in health care facilities for nurses, nursing assistants, nurseasidesderlies—and-otherlicensed
health-préessionals Supplemental nursing services agency does not include an individual who only engages in
providing the individual's services on a temporary basis to health care facil@igsplemental nursing services
agency does not include a professioraink care agency licensed under section 144A.471 that only provides staff
to other home care providers.

EFFECTIVE DATE . This section is effective the day following final enactment.

Sec.15. [144H.01] DEFINITIONS.

Subdivision 1 Application. The termsdefined in this section apply to this chapter.

Subd.2. Basic services "Basic services" includes but is not limited to:

(1) the development, implementation, and monitoring of a comprehensive protocol of care that is developed in
conjunction with thgparent or guardian of a medically complex or technologically dependent child and that specifies
the medical, nursing, psychosocial, and developmental therapies required by the medically complex or
technologically dependent child; and

(2) the caregiver tining needs of the child's parent or guardian.

Subd.3. Commissioner. "Commissioner" means the commissioner of health.

Subd.4. Licensee "Licensee" means an owner of a prescribed pediatric extended care (PPEC) center licensed
under this chapter.

Subd.5. Medically complex or technologically dependent child "Medically complex or technologically
dependent child" means a child under 21 years of age who, because of a medical condition, requires continuous
therapeutic interventions or skilled numgisupervision which must be prescribed by a licensed physician and
administered by, or under the direct supervision of, a licensed registered nurse.

Subd.6. Owner. "Owner" means an individual whose ownership interest provides sufficient authority or
control to affect or change decisions regarding the operation of the PPEC. céfieowner includes a sole
proprietor, a general partner, or any other individual whose ownership interest has the ability to affect the
management and direction of the PPEQees policies.

Subd.7. Prescribed pediatric extended care center, PPEC center, or centefPrescribed pediatric extended
care center," "PPEC center," or "center" means any facility that provides nonresidential basic services to three or
more medicallycomplex or technologically dependent children who require such services and who are not related to
the owner by blood, marriage, or adoption.

Subd.8. Supportive services or contracted services"Supportive services or contracted services" include but
are not limited to speech therapy, occupational therapy, physical therapy, social work services, developmental
services, child life services, and psychology services.
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Sec.16. [144H.02] LICENSURE REQUIRED.

A person may not own or operate a prescripediatric extended care center in this state unless the person holds
a temporary or current license issued under this chaptseparate license must be obtained for each PPEC center
maintained on separate premises, even if the same management ope@RIEE centersSeparate licenses are not
required for separate buildings on the same grauAdsenter shall not be operated on the same grounds as a child
care center licensed under Minnesota Rules, chapter 9503.

Sec.17. [144H.03] EXEMPTIONS.

This chapter does not apply to:

(1) a facility operated by the United States government or a federal agency; or

(2) a health care facility licensed under chapter 144 or 144A.

Sec.18. [144H.04] LICENSE APPLICATION AND RENEWAL.

Subdivision 1 Licenses A person seeking licensure for a PPEC center must submit a completed application for
licensure to the commissioner, in a form and manner determined by the commisSibeeapplicant must also
submit the application fee, in the amount specified in sed#diditd.05, subdivision.1Effective January 1, 2018, the
commissioner shall issue a license for a PPEC center if the commissioner determines that the applicant and center
meet the requirements of this chapter and rules that apply to PPEC .cénteenseissued under this subdivision
is valid for two years.

Subd.2. License renewal A license issued under subdivision 1 may be renewed for a period of two years if the
licensee:

(1) submits an application for renewal in a form and manner determinec lepmmissioner, at least 30 days
before the license expires An application for renewal submitted after the renewal deadline date must be
accompanied by a late fee in the amount specified in section 144H.05, subdivision 3;

(2) submits the renewal fee tine amount specified in section 144H.05, subdivision 2;

(3) demonstrates that the licensee has provided basic services at the PPEC center within the past two years;

(4) provides evidence that the applicant meets the requirements for licensure; and

(5) provides other information required by the commissioner.

Subd.3. License not transferable A PPEC center license issued under this section is not transferable to
another party Before acquiring ownership of a PPEC center, a prospective applicant ppist ta the
commissioner for a new license.

Sec.19. [144H.05] FEES.

Subdivision 1 Initial application fee. The initial application fee for PPEC center licensure is $3,820.

Subd.2. License renewal The fee for renewal of a PPEC center licensgli$00.

Subd.3. Late fee The fee for late submission of an application to renew a PPEC center license is $25.
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Subd.4. Change of ownership The fee for change of ownership of a PPEC center is $4,200.

Subd.4. Nonrefundable; state government speclarevenue fund All fees collected under this chapter are
nonrefundable and must be deposited in the state treasury and credited to the state government special revenue fund.

Sec.20. [144H.06] APPLICATION OF RULES FOR HOSPICE SERVICES AND RESIDENTIAL
HOSPICE FACILITIES.

Minnesota Rules, chapter 4664, shall apply to PPEC centers licensed under this chapter, except that the
following parts, subparts, items, and subitems do not apply:

(1) Minnesota Rules, part 4664.0003, subparts 2,6, 7,11, 12,,187d 38;

(2) Minnesota Rules, part 4664.0008;

(3) Minnesota Rules, part 4664.0010, subparts 3; 4, items A, subitem (6), and B; and 8;

(4) Minnesota Rules, part 4664.0020, subpart 13;

(5) Minnesota Rules, part 4664.0370, subpart 1;

(6) Minnesota Rulegart 4664.0390, subpart 1, items A, C, and E;

(7) Minnesota Rules, part 4664.0420;

(8) Minnesota Rules, part 4664.0425, subparts 3, item A; 4; and 6;

(9) Minnesota Rules, part 4664.0430, subparts 3,4,5,7,8,9,10, 11, and 12;

(10) MinnesoteRules, part 4664.0490; and

(11) Minnesota Rules, part 4664.0520.

Sec.21. [144H.07] SERVICES; LIMITATIONS.

Subdivision 1 Services A PPEC center must provide basic services to medically complex or technologically
dependent children, based on a peotof care established for each child PPEC center may provide services up
to 14 hours a day and up to six days a week.

Subd.2. Limitations. A PPEC center must comply with the following standards related to services:

(1) a child is prohibited fromttending a PPEC center for more than 14 hours withintso24 period;

(2) a PPEC center is prohibited from providing services other than those provided to medically complex or
technologically dependent children; and

(3) the maximum capacity for medibacomplex or technologically dependent children at a center shall not
exceed 45 children.
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Sec.22. [144H.08] ADMINISTRATION AND MANAGEMENT.

Subdivision 1 Duties of owner (a) The owner of a PPEC center shall have full legal authority and
responsibity for the operation of the centerA PPEC center must be organized according to a written table of
organization, describing the lines of authority and communication to the child care [€kel organizational
structure must be designed to ensuréngegrated continuum of services for the children served.

(b) The owner must designate one person as a center administrator, who is responsible and accountable for
overall management of the center.

Subd.2. Duties of administrator. The centeradministrator is responsible and accountable for overall
management of the centeFhe administrator must:

(1) designate in writing a person to be responsible for the center when the administrator is absent from the center
for more than 24 hours;

(2) mantain the following written records, in a place and form and using a system that allows for inspection of
the records by the commissioner during normal business hours:

(i) a daily census record, which indicates the number of children currently rece@ririges at the center;

(ii) a record of all accidents or unusual incidents involving any child or staff member that caused, or had the
potential to cause, injury or harm to a person at the center or to center property;

(iii) copies of all current agreeents with providers of supportive services or contracted services;

(iv) copies of all current agreements with consultants employed by the center, documentation of each
consultant's visits, and written, dated reports; and

(v) a personnel record for eaclmgloyee, which must include an application for employment, references,
employment history for the preceding five years, and copies of all performance evaluations;

(3) develop and maintain a current job description for each employee;

(4) provide necessamualified personnel and ancillary services to ensure the health, safety, and proper care for
each child; and

(5) develop and implement infection control policies that comply with rules adopted by the commissioner
regarding infection control.

Sec.23. [144H.09] ADMISSION, TRANSFER, AND DISCHARGE POLICIES; CONSENT FORM.

Subdivision 1 Written policies. A PPEC center must have written policies and procedures governing the
admission, transfer, and discharge of children.

Subd.2. Notice of discharge At least ten days prior to a child's discharge from a PPEC center, the PPEC
center shall provide notice of the discharge to the child's parent or guardian.

Subd.3. Consent form A parent or guardian must sign a consent form outlining the purposeRE@ Eenter,
specifying family responsibilities, authorizing treatment and services, providing appropriate liability releases, and
specifying emergency disposition plans, before the child's admission to the c&htercenter must provide the
child's parets or guardians with a copy of the consent form and must maintain the consent form in the child's
medical record.
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Sec.24. [144H.10] MEDICAL DIRECTOR.

A PPEC center must have a medical director who is a physician licensed in Minnesota and certifeed by th
American Board of Pediatrics.

Sec.25. [144H.11] NURSING SERVICES.

Subdivision 1 Nursing director. A PPEC center must have a nursing director who is a registered nurse
licensed in Minnesota, holds a current certification in cardiopulmorestyscitation, and has at least four years of
general pediatric nursing experience, at least one year of which must have been spent caring for medically fragile
infants or children in a pediatric intensive care, neonatal intensive care, PPEC centeg oal®sgtting during the
previous five yearsThe nursing director is responsible for the daily operation of the PPEC center.

Subd.2. Registered nurses A registered nurse employed by a PPEC center must be a registered nurse licensed
in Minnesota, hinl a current certification in cardiopulmonary resuscitation, and have experience in the previous 24
months in being responsible for the care of acutely ill or chronically ill children.

Subd.3. Licensed practical nurses A licensed practical nurse empkd by a PPEC center must be supervised
by a reqgistered nurse and must be a licensed practical nurse licensed in Minnesota, have at least two years of
experience in pediatrics, and hold a current certification in cardiopulmonary resuscitation.

Subd.4. Other direct care personnel (a) Direct care personnel governed by this subdivision include nursing
assistants and individuals with training and experience in the field of education, social services, or child care.

(b) All direct care personnel employeg & PPEC center must work under the supervision of a registered nurse
and are responsible for providing direct care to children at the cebtsgct care personnel must have extensive,
documented education and skills training in providing care to infardstoddlers, provide employment references
documenting skill in the care of infants and children, and hold a current certification in cardiopulmonary
resuscitation.

Sec.26. [144H.12] TOTAL STAFFING FOR NURSING SERVICES AND DIRECT CARE
PERSONNEL.

A PPEC center must provide total staffing for nursing services and direct care personnel at a ratio of one staff
person for every three children at the cent&he staffing ratio required in this section is the minimum staffing

permitted.

Sec.27. [144H.131MEDICAL RECORD; PROTOCOL OF CARE.

A medical record and an individualized nursing protocol of care must be developed for each child admitted to a
PPEC center, must be maintained for each child, and must be signed by authorized personnel.

Sec.28. [144H.14] QUALITY ASSURANCE PROGRAM.

A PPEC center must have a quality assurance program, in which quarterly reviews are conducted of the PPEC
center's medical records and protocols of care for at least half of the children served by the PPECTkenter
guarterly review sample must be randomly selected so each child at the center has an equal opportunity to be
included in the review The committee conducting quality assurance reviews must include the medical director,
administrator, nursing director, @ghree other committee members determined by the PPEC center.
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Sec.29. [144H.15] INSPECTIONS.

(a) The commissioner may inspect a PPEC center, including records held at the center, at reasonable times as
necessary to ensure compliance with this chaadrthe rules that apply to PPEC centdbsiring an inspection, a
center must provide the commissioner with access to all center records.

(b) The commissioner must inspect a PPEC center before issuing or renewing a license under this chapter.

Sec.30. [144H.16] COMPLIANCE WITH OTHER LAWS.

Subdivision 1 Reporting of maltreatment of minors. A PPEC center must develop policies and procedures
for reporting suspected child maltreatment that fulfill the requirements of section 626'/H%6 policies and
procedures must include the telephone numbers of the local county child protection agency for reporting suspected
maltreatment The policies and procedures specified in this subdivision must be provided to the parents or guardians
of all children at the the of admission to the PPEC center and must be available upon request.

Subd.2. Crib safety requirements A PPEC center must comply with the crib safety requirements in section
245A.146, to the extent they are applicable.

Sec.31. [144H.17] DENIAL, SUSPENSION, REVOCATION, REFUSAL TO RENEW A LICENSE.

(a) The commissioner may deny, suspend, revoke, or refuse to renew a license issued under this chapter for:

(1) a violation of this chapter or rules adopted that apply to PPEC centers; or

(2) an intentimal or negligent act by an employee or contractor at the center that detrimentally affects the health
or safety of children at the PPEC center.

(b) Prior to any suspension, revocation, or refusal to renew a license, a licensee shall be entitlednip @nkleari
review as provided in sections 14.57 to 14.69.

Sec.32. [144H.18] FINES; CORRECTIVE ACTION PLANS.

Subdivision 1 Corrective _action plans If the commissioner determines that a PPEC center is not in
compliance with this chapter or rules thagiply to PPEC centers, the commissioner may require the center to submit
a corrective action plan that demonstrates a ¢ait effort to remedy each violation by a specific date, subject to
approval by the commissioner.

Subd.2. Fines The commissione may issue a fine to a PPEC center, employee, or contractor if the
commissioner determines the center, employee, or contractor violated this chapter or rules that apply to PPEC
centers The fine amount shall not exceed an amount for each violation amgiga@gate amount established by the
commissioner The failure to correct a violation by the date set by the commissioner, or a failure to comply with an
approved corrective action plan, constitutes a separate violation for each day the failure comtiesssthe
commissioner approves an extension to a specific datéetermining if a fine is to be imposed and establishing the
amount of the fine, the commissioner shall consider:

(1) the gravity of the violation, including the probability that deatlserious physical or emotional harm to a
child will result or has resulted, the severity of the actual or potential harm, and the extent to which the applicable
laws were violated;

(2) actions taken by the owner or administrator to correct violations;
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(3) any previous violations; and

(4) the financial benefit to the PPEC center of committing or continuing the violation.

Subd.3. Fines for violations of other statutes The commissioner shall impose a fine of $250 on a PPEC
center, employee, or conttac for each violation by that PPEC center, employee, or contractor of section 245A.146
or 626.556.

Sec.33. [144H.19] CLOSING A PPEC CENTER.

When a PPEC center voluntarily closes, it must, at least 30 days before closure, inform each child's parents or
guardians of the closure and when the closure will occur.

Sec.34. [144H.20] PHYSICAL ENVIRONMENT.

Subdivision 1 General requirements A PPEC center shall conform with or exceed the physical environment
requirements in this section and the physamlironment requirements for day care facilities in Minnesota Rules,
part 9502.0425 If the physical environment requirements in this section differ from the physical environment
requirements for day care facilities in Minnesota Rules, part 9502.042%edh@ements in this section shall
prevail A PPEC center must have sufficient indoor and outdoor space to accommodate at least six medically
complex or technologically dependent children.

Subd.2. Specific requirements (a) The entrance to a PPEC tmnmust be barriefree, have a wheelchair
ramp, provide for traffic flow with a driveway area for entering and exiting, and have storage space for supplies
from home.

(b) A PPEC center must have a treatment room with a medication preparatiof laegnedication preparation
area must contain a work counter, refrigerator, sink with hot and cold running water, and locked storage for
biologicals and prescription drugs.

(c) A PPEC center must develop isolation procedures to preventigfessons andmust have an isolation
room with at least one glass area for observation of a child in the isolation fd@nisolation room must be at least
100 square feet in size.

(d) A PPEC center must have:

(1) an outdoor play space adjacent to the center ehat B5 square feet per child in attendance at the center, for
regular use; or

(2) a park, playground, or play space within 1,500 feet of the center.

(e) A PPEC center must have at least 50 square feet of usable indoor space per child in attendasargert th

(f) Notwithstanding the Minnesota State Building Code and the Minnesota State Fire Code, a new construction
PPEC center or an existing building converted into a PPEC center must meet the requirements of the International
Building Code in Minnesa Rules, chapter 1305, for:

(1) Group R, Division 4 occupancy, if serving 12 or fewer children; or

(2) Group E, Division 4 occupancy or Group |, Division 4 occupancy, if serving 13 or more children.
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Sec.35. Minnesota Statutes 2016, section 145.4BUbdivision 2, is amended to read:
Subd.2. Duties of director. The director of child sex trafficking prevention is responsible for the following:

(1) developing and providing comprehensive training on sexual exploitation of youth for social service
professionals, medical professionals, public health workers, and criminal justice professionals;

(2) collecting, organizing, maintaining, and disseminating information on sexual exploitation and services across
the state, including maintaining a list of sesces on the Department of Health Web site;

(3) monitoring and applying for federal funding for antitrafficking efforts that may benefit victims in the state;

(4) managing grant programs established under sections 145.4716 to 1454 B89.3241, paragraph (c),
clause (3)and 609.5315, subdivision 5c, clause (3);

(5) managing the request for proposals for grants for comprehensive services, includinginfamed,
culturally specific services;

(6) identifying best practices in seng sexually exploited youth, as defined in section 260C.007, subdivision 31;

(7) providing oversight of and technical support to regional navigators pursuant to section 145.4717;

(8) conducting a comprehensive evaluation of the statewide program foadade of sexually exploited youth; and

(9) developing a policy consistent with the requirements of chapter 13 for sharing data related to sexually
exploited youth, as defined in section 260C.007, subdivision 31, among regional navigators and cebasedity

advocates.

Sec.36. [256B.7651] PRESCRIBED PEDIATRIC EXTENDED CARE CENTERS.

The commissioner shall set payment rates for services provided at prescribed pediatric extended care centers
licensed under chapter 144H in elmeur increments, at a ratgual to 85 percent of the payment rate for one hour
of complex home care nursing servicd$e payment rate shall include services provided by nursing staff and direct
care staff specified in section 144H.11.

Sec.37. Minnesota Statutes 2016, sectio®@B15, subdivision 5c¢, is amended to read:

Subd.5c. Disposition of money; prostitution. Money forfeited under section 609.5312, subdivision 1,
paragraph (b), must be distributed as follows:

(1) 40 percent must be forwarded to the appropriate agendeposit as a supplement to the agency's operating
fund or similar fund for use in law enforcement;

(2) 20 percent must be forwarded to the prosecuting authority that handled the forfeiture for deposit as a
supplement to its operating fund or similandufor prosecutorial purposes; and

(3) the remaining 40 percent must be forwarded to the commissiopeibbé-safetyhealthto be deposited in
the safe harbor for youth account in the special revenue fund and is appropriated to the commissioner for
distribution to crime victims services organizations that provide services to sexually exploited youth, as defined in
section 260C.007, subdivision 31.



38TH DAY] FRIDAY, MARCH 31,2017 3513

Sec.38. Minnesota Statutes 2016, section 626.556, subdivision 2, is amended to read:

Subd.2. Definitions. As used in this section, the following terms have the meanings given them unless the
specific content indicates otherwise:

(a) "Accidental" means a sudden, not reasonably foreseeable, and unexpected occurrence or event which:
(1) is not likely to occur and could not have been prevented by exercise of due care; and

(2) if occurring while a child is receiving services from a facility, happens when the facility and the employee or
person providing services in the facility are in compliancén ilie laws and rules relevant to the occurrence or
event.

(b) "Commissioner" means the commissioner of human services.
(c) "Facility" means:

(1) a licensed or unlicensed day care facility, residential facility, agency, hospital, sanitarium, or dityeorfac
institution required to be licensed under sections 144.50 to 144.58, 241.021, or 245A.01 to 245A.16, or chapter
144H or245D;

(2) a school as defined in section 120A.05, subdivisions 9, 11, and 13; and chapter 124E; or
(3) a nonlicensed persorzdre provider organization as defined in section 256B.0625, subdivision 19a.

(d) "Family assessment” means a comprehensive assessment of child safety, risk of subsequent child
maltreatment, and family strengths and needs that is applied to a childamnatné report that does not allege
sexual abuse or substantial child endangermEatily assessment does not include a determination as to whether
child maltreatment occurred but does determine the need for services to address the safety of family aneimber
the risk of subsequent maltreatment.

(e) "Investigation" means fact gathering related to the current safety of a child and the risk of subsequent
maltreatment that determines whether child maltreatment occurred and whether child protectivesseriieeded
An investigation must be used when reports involve sexual abuse or substantial child endangerment, and for reports
of maltreatment in facilities required to be licensed under chapter 245A or 245D; under sections 144.50 to 144.58
and 241.021;n a school as defined in section 120A.05, subdivisions 9, 11, and 13, and chapter 124E; or in a
nonlicensed personal care provider association as defined in section 256B.0625, subdivision 19a.

(f) "Mental injury" means an injury to the psychological cafyaor emotional stability of a child as evidenced
by an observable or substantial impairment in the child's ability to function within a normal range of performance
and behavior with due regard to the child's culture.

(9) "Neglect" means the commissionomission of any of the acts specified under clauses (1) to (9), other than
by accidental means:

(1) failure by a person responsible for a child's care to supply a child with necessary food, clothing, shelter,
health, medical, or other care requiredtfee child's physical or mental health when reasonably able to do so;

(2) failure to protect a child from conditions or actions that seriously endanger the child's physical or mental
health when reasonably able to do so, including a growth delay, whighenaferred to as a failure to thrive, that
has been diagnosed by a physician and is due to parental neglect;
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(3) failure to provide for necessary supervision or child care arrangements appropriate for a child after
considering factors as the child's ageental ability, physical condition, length of absence, or environment, when
the child is unable to care for the child's own basic needs or safety, or the basic needs or safety of another child in
their care;

(4) failure to ensure that the child is edigthas defined in sections 120A.22 and 260C.163, subdivision 11,
which does not include a parent's refusal to provide the parent's child with sympathomimetic medications, consistent
with section 125A.091, subdivision 5;

(5) nothing in this section shalebconstrued to mean that a child is neglected solely because the child's parent,
guardian, or other person responsible for the child's care in good faith selects and depends upon spiritual means or
prayer for treatment or care of disease or remedial datleecchild in lieu of medical care; except that a parent,
guardian, or caretaker, or a person mandated to report pursuant to subdivision 3, has a duty to report if a lack of
medical care may cause serious danger to the child's he@hls section doesat impose upon persons, not
otherwise legally responsible for providing a child with necessary food, clothing, shelter, education, or medical care,
a duty to provide that care;

(6) prenatal exposure to a controlled substance, as defined in section 25Bdifision 2, used by the mother
for a nonmedical purpose, as evidenced by withdrawal symptoms in the child at birth, results of a toxicology test
performed on the mother at delivery or the child at birth, medical effects or developmental delayshéuchritgl's
first year of life that medically indicate prenatal exposure to a controlled substance, or the presence of a fetal alcohol
spectrum disorder;

(7) "medical neglect" as defined in section 260C.007, subdivision 6, clause (5);

(8) chronic and seare use of alcohol or a controlled substance by a parent or person responsible for the care of
the child that adversely affects the child's basic needs and safety; or

(9) emotional harm from a pattern of behavior which contributes to impaired emotiantibfung of the child
which may be demonstrated by a substantial and observable effect in the child's behavior, emotional response, or
cognition that is not within the normal range for the child's age and stage of development, with due regard to the
child's culture.

(h) "Nonmaltreatment mistake" means:

(1) at the time of the incident, the individual was performing duties identified in the center's child care program
plan required under Minnesota Rules, part 9503.0045;

(2) the individual has not been denined responsible for a similar incident that resulted in a finding of
maltreatment for at least seven years;

(3) the individual has not been determined to have committed a similar nonmaltreatment mistake under this
paragraph for at least four years;

(4) any injury to a child resulting from the incident, if treated, is treated only with remedies that are available
over the counter, whether ordered by a medical professional or not; and

(5) except for the period when the incident occurred, the faaititithe individual providing services were both
in compliance with all licensing requirements relevant to the incident.
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This definition only applies to child care centers licensed under Minnesota Rules, chaptelf @&i&es (1) to
(5) apply, rather thn making a determination of substantiated maltreatment by the individual, the commissioner of
human services shall determine that a nonmaltreatment mistake was made by the individual.

(i) "Operator" means an operator or agency as defined in sectionG45A.

(j) "Person responsible for the child's care” means (1) an individual functioning within the family unit and having
responsibilities for the care of the child such as a parent, guardian, or other person having similar care
responsibilities, or (2) aimdividual functioning outside the family unit and having responsibilities for the care of the
child such as a teacher, school administrator, other school employees or agents, or other lawful custodian of a child
having either fulitime or shorterm careesponsibilities including, but not limited to, day care, babysitting whether
paid or unpaid, counseling, teaching, and coaching.

(k) "Physical abuse" means any physical injury, mental injury, or threatened injury, inflicted by a person
responsible for th child's care on a child other than by accidental means, or any physical or mental injury that
cannot reasonably be explained by the child's history of injuries, or any aversive or deprivation procedures, or
regulated interventions, that have not beeh@iged under section 125A.0942 or 245.825.

Abuse does not include reasonable and moderate physical discipline of a child administered by a parent or legal
guardian which does not result in an injurbuse does not include the use of reasonable forca taacher,
principal, or school employee as allowed by section 121A.58&ions which are not reasonable and moderate
include, but are not limited to, any of the following:

(1) throwing, kicking, burning, biting, or cutting a child,;

(2) striking a cHd with a closed fist;

(3) shaking a child under age three;

(4) striking or other actions which result in any nonaccidental injury to a child under 18 months of age;

(5) unreasonable interference with a child's breathing;

(6) threatening a child withweapon, as defined in section 609.02, subdivision 6;

(7) striking a child under age one on the face or head,;

(8) striking a child who is at least age one but under age four on the face or head, which results in an injury;

(9) purposely giving a childgison, alcohol, or dangerous, harmful, or controlled substances which were not
prescribed for the child by a practitioner, in order to control or punish the child; or other substances that
substantially affect the child's behavior, motor coordinationyagtnent or that results in sickness or internal injury,
or subjects the child to medical procedures that would be unnecessary if the child were not exposed to the

substances;

(10) unreasonable physical confinement or restraint not permitted under $@8@Y9, including but not
limited to tying, caging, or chaining; or

(11) in a school facility or school zone, an act by a person responsible for the child's care that is a violation under
section 121A.58.
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() "Practice of social services," for the purpssof subdivision 3, includes but is not limited to employee
assistance counseling and the provision of guardian ad litem and parenting time expeditor services.

(m) "Report" means any communication received by the local welfare agency, police depadomgtsheriff,
or agency responsible for child protection pursuant to this section that describes neglect or physical or sexual abuse
of a child and contains sufficient content to identify the child and any person believed to be responsible for the
negled¢ or abuse, if known.

(n) "Sexual abuse" means the subjection of a child by a person responsible for the child's care, by a person who
has a significant relationship to the child, as defined in section 609.341, or by a person in a position of agthority, a
defined in section 609.341, subdivision 10, to any act which constitutes a violation of section 609.342 (criminal
sexual conduct in the first degree), 609.343 (criminal sexual conduct in the second degree), 609.344 (criminal sexual
conduct in the third egree), 609.345 (criminal sexual conduct in the fourth degree), or 609.3451 (criminal sexual
conduct in the fifth degree) Sexual abuse also includes any act which involves a minor which constitutes a
violation of prostitution offenses under sections 829.to 609.324 or 617.246Effective May 29, 2017, sexual
abuse includes all reports of known or suspected child sex trafficking involving a child who is identified as a victim
of sex trafficking Sexual abuse includes child sex trafficking as defineskation 609.321, subdivisions 7a and 7b
Sexual abuse includes threatened sexual abuse which includes the status of a parent or household member who has
committed a violation which requires registration as an offender under section 243.166, subdijigiaragraph
(a) or (b), or required registration under section 243.166, subdivision 1b, paragraph (a) or (b).

(o) "Substantial child endangerment” means a person responsible for a child's care, by act or omission, commits
or attempts to commit an act agst a child under their care that constitutes any of the following:

(1) egregious harm as defined in section 260C.007, subdivision 14;

(2) abandonment under section 260C.301, subdivision 2;

(3) neglect as defined in paragraph (g), clause (2), thatasiadly endangers the child's physical or mental
health, including a growth delay, which may be referred to as failure to thrive, that has been diagnosed by a
physician and is due to parental neglect;

(4) murder in the first, second, or third degreearskction 609.185, 609.19, or 609.195;

(5) manslaughter in the first or second degree under section 609.20 or 609.205;

(6) assault in the first, second, or third degree under section 609.221, 609.222, or 609.223;

(7) solicitation, inducement, armtomotion of prostitution under section 609.322;

(8) criminal sexual conduct under sections 609.342 to 609.3451;

(9) solicitation of children to engage in sexual conduct under section 609.352;

(10) malicious punishment or neglect or endangerment ofcuider section 609.377 or 609.378;

(11) use of a minor in sexual performance under section 617.246; or

(12) parental behavior, status, or condition which mandates that the county attorney file a termination of parental
rights petition under section @6.503, subdivision 2.
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(p) "Threatened injury" means a statement, overt act, condition, or status that represents a substantial risk of
physical or sexual abuse or mental injufjhreatened injury includes, but is not limited to, exposing a child to a
person responsible for the child's care, as defined in paragraph (j), clause (1), who has:

(1) subjected a child to, or failed to protect a child from, an overt act or condition that constitutes egregious
harm, as defined in section 260C.007, subdivisiorofL4, similar law of another jurisdiction;

(2) been found to be palpably unfit under section 260C.301, subdivision 1, paragraph (b), clause (4), or a similar
law of another jurisdiction;

(3) committed an act that has resulted in an involuntary termimafiparental rights under section 260C.301, or
a similar law of another jurisdiction; or

(4) committed an act that has resulted in the involuntary transfer of permanent legal and physical custody of a
child to a relative under Minnesota Statutes 20106ti@e 260C.201, subdivision 11, paragraph (d), clause (1),
section 260C.515, subdivision 4, or a similar law of another jurisdiction.

A child is the subject of a report of threatened injury when the responsible social services agency receives birth
matchdata under paragraph (q) from the Department of Human Services.

(q) Upon receiving data under section 144.225, subdivision 2b, contained in a birth record or recognition of
parentage identifying a child who is subject to threatened injury under pargglapghe Department of Human
Services shall send the data to the responsible social services.addmecylata is known as "birth match" data
Unless the responsible social services agency has already begun an investigation or assessment of théaeport due
the birth of the child or execution of the recognition of parentage and the parent's previous history with child
protection, the agency shall accept the birth match data as a report under this §éwiagency may use either a
family assessment @mvestigation to determine whether the child is sa# of the provisions of this section apply
If the child is determined to be safe, the agency shall consult with the county attorney to determine the
appropriateness of filing a petition alleging ttigld is in need of protection or services under section 260C.007,
subdivision 6, clause (16), in order to deliver needed servié¢be child is determined not to be safe, the agency
and the county attorney shall take appropriate action as requided section 260C.503, subdivision 2.

(r) Persons who conduct assessments or investigations under this sectiomkghatita account accepted
child-rearing practices of the culture in which a child participates and accepted teacher discipline preidtbes,
are not injurious to the child's health, welfare, and safety.

Sec.39. Minnesota Statutes 2016, section 626.556, subdivision 3, is amended to read:

Subd.3. Persons mandated to report; persons voluntarily reporting (a) A person who knows or hasason
to believe a child is being neglected or physically or sexually abused, as defined in subdivision 2, or has been
neglected or physically or sexually abused within the preceding three years, shall immediately report the information
to the local welfire agency, agency responsible for assessing or investigating the report, police department, county
sheriff, tribal social services agency, or tribal police department if the person is:

(1) a professional or professional's delegate who is engaged imatttec@ of the healing arts, social services,
hospital administration, psychological or psychiatric treatment, child care, education, correctional supervision,
probation and correctional services, or law enforcement; or

(2) employed as a member of thergle and received the information while engaged in ministerial duties,
provided that a member of the clergy is not required by this subdivision to report information that is otherwise
privileged under section 595.02, subdivision 1, paragraph (c).
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(b) Any peason may voluntarily report to the local welfare agency, agency responsible for assessing or
investigating the report, police department, county sheriff, tribal social services agency, or tribal police department if
the person knows, has reason to believesuspects a child is being or has been neglected or subjected to physical or
sexual abuse.

(c) A person mandated to report physical or sexual child abuse or neglect occurring within a licensed facility
shall report the information to the agency respiadasfor licensing the facility under sections 144.50 to 144.58;
241.021; 245A.01 to 245A.16; or chaptetdH or245D; or a nonlicensed personal care provider organization as
defined in section 256B.0625, subdivisib®19a A health or corrections agenecgceiving a report may request the
local welfare agency to provide assistance pursuant to subdivisions 10, 10a, aidi@ivd or other entity whose
licensees perform work within a school facility, upon receiving a complaint of alleged maltreatnaéintrelide
information about the circumstances of the alleged maltreatment to the commissioner of ed&=dtmm 13.03,
subdivision 4, applies to data received by the commissioner of education from a licensing entity.

(d) Notification requirementsnder subdivision 10 apply to all reports received under this section.
(e) For purposes of this section, "immediately” means as soon as possible but in no event longer than 24 hours.
Sec.40. Minnesota Statutes 2016, section 626.556, subdivision 3meaaded to read:

Subd.3c. Local welfare agency, Department of Human Services or Department of Health responsible for
assessing or investigating reports of maltreatment(a) The county local welfare agency is the agency responsible
for assessing adnvestigating allegations of maltreatment in child foster care, family child care, legally unlicensed
child care, juvenile correctional facilities licensed under section 241.021 located in the local welfare agency's
county, and reports involving childreersed by an unlicensed personal care provider organization under section
256B.0659 Copies of findings related to personal care provider organizations under section 256B.0659 must be
forwarded to the Department of Human Services provider enroliment.

(b) The Department of Human Services is the agency responsible for assessing or investigating allegations of
maltreatment in facilities licensed under chapters 245A and 245D, except for child foster care and family child care.

(c) The Department of Health the agency responsible for assessing or investigating allegations of child
maltreatment in facilities licensed under sections 144.50 to 144.58 and 144A.43 to 14d*ch8pter 144H

Sec.41. Minnesota Statutes 2016, section 626.556, subdivision 1@dasded to read:

Subd.10d Notification of neglect or abuse in facility (a) When a report is received that alleges neglect,
physical abuse, sexual abuse, or maltreatment of a child while in the care of a licensed or unlicensed day care
facility, resdential facility, agency, hospital, sanitarium, or other facility or institution required to be licensed
according to sections 144.50 to 144.58; 241.021; or 245A.01 to 245A.16; or chéiteior245D, or a school as
defined in section 120A.05, subdivis®B, 11, and 13; and chapter 124E; or a nonlicensed personal care provider
organization as defined in section 256B.0625, subdivision 19a, the commissioner of the agency responsible for
assessing or investigating the report or local welfare agency invesjighe report shall provide the following
information to the parent, guardian, or legal custodian of a child alleged to have been neglected, physically abused,
sexually abused, or the victim of maltreatment of a child in the faciliyg name of the @lity; the fact that a
report alleging neglect, physical abuse, sexual abuse, or maltreatment of a child in the facility has been received; the
nature of the alleged neglect, physical abuse, sexual abuse, or maltreatment of a child in the fachityateatdy
is conducting an assessment or investigation; any protective or corrective measures being taken pending the outcome
of the investigation; and that a written memorandum will be provided when the investigation is completed.
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(b) The commissioner dhe agency responsible for assessing or investigating the report or local welfare agency
may also provide the information in paragraph (a) to the parent, guardian, or legal custodian of any other child in the
facility if the investigative agency knows ocasreason to believe the alleged neglect, physical abuse, sexual abuse,
or maltreatment of a child in the facility has occurreth determining whether to exercise this authority, the
commissioner of the agency responsible for assessing or investigagingport or local welfare agency shall
consider the seriousness of the alleged neglect, physical abuse, sexual abuse, or maltreatment of a child in the
facility; the number of children allegedly neglected, physically abused, sexually abused, or vigtialgedtment
of a child in the facility; the number of alleged perpetrators; and the length of the investigdi®facility shall be
notified whenever this discretion is exercised.

(c) When the commissioner of the agency responsible for assesdmgestigating the report or local welfare
agency has completed its investigation, every parent, guardian, or legal custodian previously notified of the
investigation by the commissioner or local welfare agency shall be provided with the following indorrimat
written memorandumthe name of the facility investigated; the nature of the alleged neglect, physical abuse, sexual
abuse, or maltreatment of a child in the facility; the investigator's name; a summary of the investigation findings; a
statement Wwether maltreatment was found; and the protective or corrective measures that are being or will be taken
The memorandum shall be written in a manner that protects the identity of the reporter and the child and shall not
contain the name, or to the extgassible, reveal the identity of the alleged perpetrator or of those interviewed
during the investigatianlf maltreatment is determined to exist, the commissioner or local welfare agency shall also
provide the written memorandum to the parent, guardiamegal custodian of each child in the facility who had
contact with the individual responsible for the maltreatmeliYhen the facility is the responsible party for
maltreatment, the commissioner or local welfare agency shall also provide the writterandum to the parent,
guardian, or legal custodian of each child who received services in the population of the facility where the
maltreatment occurredThis notification must be provided to the parent, guardian, or legal custodian of each child
receiing services from the time the maltreatment occurred until either the individual responsible for maltreatment is
no longer in contact with a child or children in the facility or the conclusion of the investigdtiothe case of
maltreatment within a sclol facility, as defined in section 120A.05, subdivisions 9, 11, and 13, and chapter 124E,
the commissioner of education need not provide notification to parents, guardians, or legal custodians of each child
in the facility, but shall, within ten days aftéhe investigation is completed, provide written notification to the
parent, guardian, or legal custodian of any student alleged to have been malfféatedmmissioner of education
may notify the parent, guardian, or legal custodian of any studesived/as a witness to alleged maltreatment.

Sec.42. BRAIN HEALTH PILOT PROGRAMS.

Subdivision 1 Pilot programs selected (a) The commissioner shall competitively award grants for up to five
pilot programs to improve brain health in youth sportdlinnesota The commissioner shall issue a competitive
request for pilot program proposals by October 31, 2017, based on input from the youth sports concussion working
group The commissioner shall include members of the working group in the scoringpiigats received, but
shall exclude any member of the working group with a financial interest in a pilot program proposal.

(b) Each pilot program selected for a funding award must offer promise for improving at least one of the
following areas:

(1) objedive identification of brain injury;

(2) assessment and treatment of brain injury;

(3) coordination of school and medical support services; or

(4) policy reform to improve brain health outcomes.
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(c) The programs must be selected so that youth are Sareadh of the following regions of the state:

(1) Central or West Central Minnesota;

(2) Southern, Southwest, or Southeast Minnesota;

(3) Northwest or Northland Minnesota; and

(4) the Twin Cities Metropolitan Area.

Subd.2. Funding for pilot programs. Pilot programs selected under this section shall receive funding for one
year beqginning January 1, 2018lo later than March 1, 2019, the commissioner must report on the progress and
outcomes of the pilot programs to the legislative committees wiidjction over health policy and finance.

Sec.43. COMPREHENSIVE PLAN TO END HIV/AIDS.

(a) The commissioner of health, in coordination with the commissioner of human services, and in consultation
with community stakeholders, shall develop a stratetidewide comprehensive plan that establishes a set of
priorities and actions to address the state's HIV epidemic by reducing the number of newly infected individuals;
ensuring that individuals living with HIV have access to quality-diféending care mgardless of race, gender,
sexual orientation, or socioeconomic circumstances; and ensuring the coordination of a statewide response to reach
the ultimate goal of the elimination of HIV in Minnesotdhe commissioner, after consulting with stakeholders,
may implement this section utilizing existing effartsThe commissioner must develop the plan using existing
resources available for this purpose.

(b) The plan must identify strategies that are consistent with the National HIV/AIDS Strategy plan, ¢cat refl
the scientific developments in HIV _medical care and prevention that have occurred, and that work toward the
elimination of HIV. The plan must:

(1) determine the appropriate level of testing, care, and services necessary to achieve the goahoiatiereli
of HIV, beginning with meeting the following outcomes:

(i) reduce the number of new diagnoses by at least 75 percent;

(ii) increase the percentage of individuals living with HIV who know their serostatus to at least 90 percent;

(i) increase he percentage of individuals living with HIV who are receiviHIV treatment to at least
90 percent; and

(iv) increase the percentage of individuals living with HIV who are virally suppressed to at least 90 percent;

(2) provide recommendations for tle@timal allocation and alignment of existing state and federal funding in
order to achieve the greatest impact and ensure a coordinated statewide effort; and

(3) provide recommendations for evaluating new and enhanced interventions and an_ estimatgonfladdi
resources needed to provide these interventions.

(c) The commissioner shall submit the comprehensive plan and recommendations to the chairs and ranking
minority members of the legislative committees with jurisdiction over health and human spolicgsand finance
by February 1, 2018.
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Sec44. DIRECTION TO COMMISSIONER OF HUMAN SERVICES; FEDERAL WAIVER
AMENDMENTS.

The commissioner of human services shall submit necessary waiver amendments to the Centers for Medicare
and Medicaid Services to adskrvices provided at prescribed pediatric extended care centers licensed under
Minnesota Statutes, chapter 144H, to the home and comnrhasged waivers authorized under Minnesota Statutes,
sections 256B.092 and 256B.49. The commissioner shall submécasary waiver amendments by October 1,.2017

Sec.45. EARLY DENTAL DISEASE PREVENTION PILOT PROGRAM.

(a) The commissioner of health shall develop and implement a pilot program to increase awareness and
encourage early preventive dental disease iatgion for infants and toddlersThe commissioner shall award
grants to five designated communities of color or communities of recent immigrants to participate in the pilot
program, with at least two designated communities located outside thecaewgpmetropolitan area.

(b) The commissioner, in consultation with members of the designated communities, shall distribute or cause to
be distributed the educational materials and information developed under Minnesota Statutes, section 144.061, to
expectant ad new parents within the designated communities, including but not limited to making the materials
available to health care providers, community clinics, WIC sites, and other relevant sites within the designated
communities through a variety of communieatmeans, including oral, visual, audio, and print.

(c) The commissioner shall work with members of each designated community to ensure that the educational
materials and information are distributefhe commissioner shall assist the designated comynwithh developing
strategies, including outreach through ethnic radio, webcasts, and local cable programs, and incentives to encourage
and provide early preventive dental disease intervention and care for infants and toddlers that are geared toward the
ethic groups residing in the designated community.

(d) The commissioner shall develop measurable outcomes, establish a baseline measurement, and evaluate
performance within each designated community in order to measure whether the educational matari@dsioimf
strategies, and incentives increased the numbers of infants and toddlers receiving early preventive dental disease
intervention and care.

(e) By March 15, 2019, the commissioner shall submit a report to the chairs and ranking minority members of
the legislative committees with jurisdiction over health cdree report shall describe:

(1) the details of the program;

(2) the communities designated for the program;

(3) the strategies, including any incentives implemented;

(4) the outcomeneasures used; and

(5) the results of the evaluation for each designated community.

Sec.46. RECOMMENDATIONS FOR SAFETY AND QUALITY IMPROVEMENT PRACTICES FOR
LONG-TERM CARE SERVICES AND SUPPORTS.

The commissioner of health shall consult with interestaéieholders to explore and make recommendations on
how to apply proven safety and quality improvement practices and infrastructure itedongare services and
supports Interested stakeholders with whom the commissioner must consult shall includee bt limited to
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representatives of the Minnesota Alliance for Patient Safety partner organizations, the Office of Ombudsman for
LongTerm Care, the Minnesota Elder Justice Center, providers of older adult services, the Department of Health,
and the Deartment of Human Services, and experts in the field of-tenm care safety and quality improvement

The recommendations shall include mechanisms to apply a patient safety model to the senior care sector, including a
system for reporting adverse healtberts, education and prevention activities, and interim actions to improve
systems for processing reports and complaints submitted to the Office of Health Facility Complaints. By January 15
2018, the commissioner shall submit the recommendations detaloger this section, along with draft legislation

to implement the recommendations, to the chairs and ranking minority members of the legislative committees with
jurisdiction over loneterm care.

Sec47. SAFE HARBOR FOR ALL; STATEWIDE SEX TRAFFICKING V_ICTIMS STRATEGIC PLAN .

(a) By October 1, 2018, the commissioner of health, in consultation with the commissioners of public safety and
human services, shall adopt a comprehensive strategic plan to address the needs of sex trafficking victims statewide.

(b) The commissioner of health shall issue a request for proposals to select an organization to develop the
comprehensive strategic plan The selected organization shall seek recommendations from professionals,
community members, and stakeholders fronos&ithe state, with an emphasis on the communities most impacted
by sex trafficking At a minimum, the selected organization must seek input from the following grosgss:
trafficking survivors and their family members, statewide crime victim serviadgioas, victim services providers,
nonprofit organizations, task forces, prosecutors, public defenders, tribal governments, public safety and corrections
professionals, public health professionals, human services professionals, and impacted commubetg nidmm
strategic plan shall include recommendations regarding the expansion of Minnesota's Safe Harbor Law to adult
victims of sex trafficking.

(c) By January 15, 2019, the commissioner of health shall report to the chairs and ranking minority mmémbers
the legislative committees with jurisdiction over health and human services and criminal justice finance and policy
on developing the statewide strategic plan, including recommendations for additional legislation and funding.

(d) As used in this seot, "sex trafficking victim" has the meaning given in _Minnesota Statutes, section
609.321, subdivision 7b.

EFFECTIVE DATE . This section is effective July 1, 2017.

Sec.48. STUDY AND REPORT ON HOME CARE NURSING WORKFORCE SHORTAGE.

(@) The chair andanking minority member of the senate Human Services Reform Finance and Policy
Committee and the chair and ranking minority member of the house of representatives Health and Human Services
Finance Committee shall convene a working group to study and repdhe shortage of registered nurses and
licensed practical nurses available to provide-tmmnplexity regular home care services to clients in need of such
services, especially clients covered by medical assistance, and to provide recommendations ttoaddness the
workforce shortageThe working group shall consist of 14 members appointed as follows:

(1) the chair of the senate Human Services Reform Finance and Policy Committee or a designee;

(2) the ranking minority member of the senate Humarvi€es Reform Finance and Policy Committee or a
designee;

(3) the chair of the house of representatives Health and Human Services Finance Committee or a designee;
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(4) the ranking minority member of the house of representatives Health and Human Sendnes Eommittee
or a designee;

(5) the commissioner of human services or a designee;

(6) the commissioner of health or a designee;

(7) one representative appointed by the Professional Home Care Coalition;

(8) one representative appointed by the Mintestbome Care Association;

(9) one representative appointed by the Minnesota Board of Nursing;

(10) one representative appointed by the Minnesota Nurses Association;

(11) one representative appointed by the Minnesota Licensed Practical Nurses Association

(12) one representative appointed by the Minnesota Society of Medical Assistants;

(13) one client who receives regular home care nursing services and is covered by medical assistance appointed
by the commissioner of human services after consulting théhappointing authorities identified in clauses (7) to

(12); and

(14) one county public health nurse who is a certified assessor appointed by the commissioner of health after
consulting with the Minnesota Home Care Association.

(b) The appointin@uthorities must appoint members by August 1, 2017.

(c) The convening authorities shall convene the first meeting of the working group no later than August 15,
2017, and caucus staff shall provide support and meeting space for the working Gheupepatment of Health
and the Department of Human Services shall provide technical assistance to the working group, including providing
data documenting the current and projected workforce shortages in the area of reqular home card hareonmge
care and ssisted living program advisory council established under Minnesota Statutes, section 144A.4799, shall
provide advice and recommendations to the working groMvorking group members shall serve without
compensation and shall not be reimbursed for expenses

(d) The working group shall:

(1) quantify the number of loswomplexity reqular home care nursing hours that are authorized but not provided
to clients covered by medical assistance, due to the shortage of registered nurses and licensed practical nurses
available to provide these home care services;

(2) quantify the current and projected workforce shortages of registered nurses and licensed practical nurses
available to provide loveomplexity regular home care nursing services to clients, especiahtsicovered by
medical assistance;

(3) develop recommendations for actions to take in the next two years to address the regular home care nursing
workforce shortage, including identifying other health care professiomdils may be able to provide
low-conplexity regular home care nursing services with additional training; what additional training may be
necessary for these health care professionals; and how to address scope of practice and licensing issues;
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(4) compile reimbursement rates for reqular haraee nursing from other states and determine Minnesota's
national ranking with respect to reimbursement for regular home care nursing;

(5) determine whether reimbursement rates for reqular home care nursing fully reimburse providers for the cost
of providing the service and whether the discrepancy, if any, between rates and costs contributes to lack of access to
reqgular home care nursing; and

(6) by January 15, 2018, report on the findings and recommendations of the working group to the chairs and
rankingminority members of the legislative committees with jurisdiction over health and human services policy and
finance The working group's report shall include draft legislation.

(e) The working group shall elect a chair from among its members at iméieting.

(f) The meetings of the working group shall be open to the public.

(g) This section expires January 16, 2018, or the day after submitting the report required by this section,
whichever is earlier.

EFFECTIVE DATE . This section is effective th#ay following final enactment.

Sec.49. YOUTH SPORTS CONCUSSION WORKING GROUP.

Subdivision 1 Working group established; duties and membership (a) The commissioner of health shall
convene a youth sports concussion working group of up to 30 members t

(1) develop the report described in subdivision 4 to assess the causes and incidence of brain injury in Minnesota
youth sports; and

(2) evaluate the implementation of Minnesota Statutes, sections 121A.37 and 121A.38, regarding concussions in
youth atlhetic activity, and best practices for preventing, identifying, evaluating, and treating brain injury in youth

sports.

(b) In forming the working group, the commissioner shall solicit nominees from individuals with expertise and
experience in the areas wwAumatic brain injury in youth and sports, neuroscience, law and policy related to brain
health, public health, neurotrauma, provision of care to brain injured youth, and relatedlfieddiecting members
of the working group, the commissioner shaisure geographic and professional diversitfhe working group
shall elect a chair from among its membefithe commissioner shall be responsible for organizing meetings and
preparing a draft report Members of the working group shall not receive mornyetzompensation for their
participation in the group.

Subd.2. Working group goals defined The working group shall, at a minimum:

(1) gather and analyze available data on:

(i) the prevalence and causes of youth spateted concussions includinghere possible, data on the number
of officials and coaches receiving concussion training;

(ii) the number of coaches, officials, youth athletes, and parents or guardians receiving information about the
nature and risks of concussions;
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(iii) the number ofyouth athletes removed from play and the nature and duration of treatment before return to
play; and

(iv) policies and procedures related to return to learn in the classroom;

(2) review the rules associated with relevant youth athletic activities andotiwission education policies
currently employed;

(3) identify innovative pilot projects in areas such as:

(i) objectively defining and measuring concussions;

(ii) rule changes designed to promote brain health;

(iii) use of technology to identify arideat concussions;

(iv) recognition of cumulative subconcussive effects; and

(v) postconcussion treatment, and return to learn protocols; and

(4) identify regulatory and legal barriers and burdens to achieving better brain health outcomes.

Subd.3. Voluntary participation; no new reporting reguirements created. Participation in the working
group study by schools, school districts, school governing bodies, parents, athletes, and related individuals and
organizations shall be voluntary, and this stsdyll create no new reporting requirements by schools, school
districts, school governing bodies, parents, athletes, and related individuals and organizations.

Subd.4. Report. By December 31, 2018, the youth sports concussion working group shallgmviinterim
report, and by December 31, 2019, the working group shall provide a final report to the chairs and ranking minority
members of the legislative committees with jurisdiction over health and education with recommendations and
proposals for a Minesota model for reducing brain injury in youth spofte report shall make recommendations

regarding:

(1) best practices for reducing and preventing concussions in youth sports;

(2) best practices for schools to employ in order to identify and rdspopccurrences of concussions, including
return to play and return to learn;

(3) opportunities to highlight and strengthen best practices with external grant support;

(4) opportunities to leverage Minnesota's strengths in brain science researchiealdcdie for brain injury; and

(5) proposals to develop an innovative Minnesota model for identifying, evaluating, and treating youth sports
CONCuUSSIons.

Subd.5. Sunset The working group expires the day after submitting the report required smg@ivision 4, or
January 15, 2020, whichever is earlier.

Sec.50. REPEALER.

Minnesota Statutes 2016, section 144.49%6tepealed the day following final enactment.
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ARTICLE 4
CHILDREN AND FAMILIES

Section 1 Minnesota Statutes 2016, section 119B,04 Bmended by adding a subdivision to read:

Subd.15a Law_enforcement authority. "Law enforcement authority" means a government agency or
department within or outside Minnesota with jurisdiction to investigate or bring a civil or criminal actiostagai
child care provider, including a county, city, or district attorney's office, the Office of the Attorney General, a human
services agency, a United States attorney's office, or a law enforcement agency.

EFFECTIVE DATE . This section is effective Jull, 2017.

Sec.2. Minnesota Statutes 2016, section 119B.011, is amended by adding a subdivision to read:

Subd.19¢c Stop payment "Stop payment" means canceling a payment that was already issued to a provider.

EFFECTIVE DATE . This section ieffective July 1, 2017.

Sec.3. Minnesota Statutes 2016, section 119B.02, subdivision 5, is amended to read:

Subd.5. Program integrity. For child care assistance programs under this chapter, the commissioner shall
enforce the requirements for programtegrity and fraud prevention investigations under sections 256.046, 256.98,
and 256.98&nd chapter 245E

EFFECTIVE DATE . This section is effective July 1, 2017.

Sec.4. Minnesota Statutes 2016, section 119B.03, subdivision 4, is amended to read:

Subd.4. Funding priority . (@) First priority for child care assistance under the basic sliding fee program must
be given to eligible noMFIP families who do not have a high school or general equivalency diploma or who need
remedial and basic skill cosgs in order to pursue employment or to pursue education leading to employment and
who need child care assistance to participate in the education prodtaimincludes student parents as defined
under section 119B.011, subdivision 19Within this prioiity, the following subpriorities must be used:

(1) child care needs of minor parents;

(2) child care needs of parents under 21 years of age; and

(3) child care needs of other parents within the priority group described in this paragraph.

{e)Thirdpriority-must-be-given-ttamilies who are eligible for portable basliding fee assistance through the
portability pool under subdivision 9.

{ehFeurth(c) Third priority must be given to families in which at least one parent is a veteran as defined under
section 197.447.

(d) Fourth priority must be given to eligiblarhilies who do not meet the specifications of paragraph (a), (b), (c),

or (e).
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(e) Fifth priority must be given to eligible families receiving services under section 119B.011, subdivision 20a, if
the parents have completed their MFIP or DWP transitear, or the parents are no longer receiving or eligible for

DWP supports.

{e) () Families under paragragh) (e) must be added to the basic slldlng fee wa|t|ng I|st on the date they begin
the transition year under section 119B.011, subdivisigra@6m ,

soon-as-possible-afterthey-complete-their-transition year

EFFECTIVE DATE . This section is effective July 1, 2017.

Sec.5. Minnesota Statutes 2016, section 119B.03, subdivision 6, is amended to read:

Subd.6. Allocation formula. The allocation component dfasic sliding fee state and federal funds shall be
allocated on a calendar year badiands shall be allocated first in amounts equal to each county's guaranteed floor
according to subdivisio8, with any remaining available funds allocated according to the following formula:

(a) Onefourth of the funds shall be allocated in proportion to each county's total expenditures for the basic
sliding fee child care program reported during the mostniefigcal year completed at the time of the notice of
allocation.

(b) Up to onefourth of the funds shall be allocated in proportion to the number of families participating in the
transition year child care program as reported during and averaged owargheecent six months completed at the
time of the notice of allocationFunds in excess of the amount necessary to serve all families in this category shall
be allocated according to paragr&gh(e).

ement list
les,
+ shall be

{d) (c) Up to enefourth onehalf of the funds shall be @tated in proportion to the average of each county's
most recensix 12 months of reported waiting list as defined in subdivision 2 and the reinstatement list of those
families whose assistance was terminated with the approval of the commissioner undesokdinRules, part
3400.0183, subpart. 1Funds in excess of the amount necessary to serve all families in this category shall be
allocated according to paragragfh(e).

{e) (d) The amount necessary to sealkefamilies in paragraphs (bfe);, and{d) (c) shall be calculated based on
the basic sliding fee average cost of care per family in the county with the highest cost in the most recently
completed calendar year.

& (e) Funds in excess of the amount necessary to sgr¥amilies in paragraphs Yb(e), and{d) (c) shall be
allocated in proportion to each county's total expenditures for the basic sliding fee child care program reported
during the most recent fiscal year completed at the time of the notice of allocation.

(f) For calendar year 201&he initial allocation shall be the average of the final allocation for calendar year 2017
and the amount that would otherwise be the initial allocation using the revised formula for calendar year 2018,
adjusted proportionately up or down to match thedfuavailable.

EFFECTIVE DATE . This section is effective January 1, 2018.
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Sec.6. Minnesota Statutes 2016, section 119B.09, subdivision 9a, is amended to read:

Subd 9a Ch||d care centers; assistance (a)l;epthe—ptmse&ef—thls—subdnﬁgen—qgahg%mld—mean&a

-0\VAdehild care center may receive
authonzatlons for 25 or fewer chlldren who are dependents of the center's empltfyaeshild care center is
authorizd for more than 25 children who are dependents of center employees, the county cannot authorize
additional dependents of an employee until the number of children falls below 25.

& (b) Funds pald to prowders durlng the period of tleWeen—the—lssuaeeaf—a—mtlee—wader—patagtapn(d)

adgf)a center is authorized for more
than 25 chlldren who are dependents of center emplayﬂam not be treated as overpayments under section
119B.11, subdivision 2a, due to nhoncompliance with this subdivision.

{g) (c) Nothing in this subdivision precludes the commissioner from conducting fraud investigations relating to
child care assistance, imposing sanctions, and obtaining monetary reas\herwise provided by law.

EFFECTIVE DATE . This section is effective April 23, 2018.

Sec.7. [119B.097] AUTHORIZATION WITH A SECONDARY PROVIDER.

(a) If a child uses any combination of the following providers paid by child care assistance, anpataritoose
one primary provider and one secondary provider per child that can be paid by child care assistance:

(1) an individual or child care center licensed under chapter 245A;

(2) an individual or child care center or facility holding a valid cbide license issued by another state or tribe; or

(3) a child care center exempt from licensing under section 245A.03.




38TH DAY] FRIDAY, MARCH 31,2017 3529

(b) The amount of child care authorized with the secondary provider cannot exceed 20 hoursvpeekiwo
service period, per child, anthe amount of care paid to a child's secondary provider is limited under section
119B.13, subdivision.1 The total amount of child care authorized with both the primary and secondary provider
cannot exceed the amount of child care allowed based on thetgaligible activity schedule, the child's school
schedule, and any other factors relevant to the family's child care needs.

EFFECTIVE DATE . This section is effective April 23, 2018.

Sec.8. Minnesota Statutes 2016, section 119B.125, subdivisienadnended to read:

Subd.4. Unsafe care A county may deny authorization as a child care provider to any applicaesand
revoke theauthorization of any provider when the county knows or has reason to believe that the provider is unsafe
or that tle circumstances of the chosen child care arrangement are.umbafeounty must include the conditions
under which a provider or care arrangement will be determined to be unsafe in the county's child care fund plan
under section 119B.08, subdivision 3.

EFFECTIVE DATE . This section is effective April 23, 2018.

Sec.9. Minnesota Statutes 2016, section 119B.125, subdivision 6, is amended to read:

Subd.6. Record-keeping requirement (a) As a condition of paymensll providers receiving child care
assstance payments must keapcurate and legiblgaily attendance records at the site where services are delivered
for children receiving child care assistance and must make those records available immediately to the county or the
commissioner upon requesthe attendance records must be completed daily and include the date, the first and last
name of each child in attendance, and the times when each child is dropped off and picKeal thp extent
possible, the times that the child was dropped off topcked up from the child care provider must be entered by
the person dropping off or picking up the chil@he daily attendance records must be retained at the site where
services are delivered for six years after the date of service.

(b) A county or tle commissioner may deroy revoke a provider'authorizationras-a-child-care-providerto-any
applicant—rescind-authorization-of-any-previder receive child care assistance payments under section 119B.13,

subdivision 6, paragraph (d), pursue a fraudyalidification under section 256.98, take an action against the
provider under chapter 245&, establish aattendance recomverpaymentlaim-in-the-systemnder paragraph (c)
against a current or former provider, when the county or the commissiones kmdwas reason to believe that the
prowder has not comphed with the recckeleplng requwement in thls subd|V|S|oA—pFewder—s—faHuFe—te—pFeduce

(c) To calculate an attendance record overpayment under this subdivision, the commissioner or county agency
subtracts the maximum daily rate from the total amount paid to a provider for each day that a child's attendance
record is missing, unaifable, incomplete, illegible, inaccurate, or otherwise inadequate.

(d) The commissioner shall develop criteria to direct a county when the county must establish an attendance
overpayment under this subdivision.

EFFECTIVE DATE . This section is effectivApril 23, 2018.

Sec.10. Minnesota Statutes 2016, section 119B.13, subdivision 1, is amended to read:

Subdivision 1 Subsidy restrictions (a) Beginning February 3, 2014, the maximum rate paid for child care
assistance in any county or county pritester under the child care fund shall be the greater of the 25th percentile
of the 2011 child care provider rate survey or the maximum rate effective November 28, R28¥14 child care
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provider located within the boundaries of a city located in two orenof the counties of Benton, Sherburne, and
Stearns, the maximum rate paid for child care assistance shall be equal to the maximum rate paid in the county with
the highest maximum reimbursement rates or the provider's charge, whichever Ehiesomnssioner may: (1)

assign a county with no reported provider prices to a similar price cluster; and (2) consider county level access when
determining final price clusters.

(b) A rate which includes a special needs rate paid under subdivision 3 magteegs of the maximum rate
allowed under this subdivision.

(c) The department shall monitor the effect of this paragraph on provider réites county shall pay the
provider's full charges for every child in care up to the maximum estahlidthedcommissioner shall determine the
maximum rate for each type of care on an hourlydail, and weekly basis, including special needs and disability care

(d) If a child uses one providethe maximum paymenb-a—providerfor one day of care must nekceed the
daily rate The maximum paymenb-a-providerfor one week of care must not exceed the weekly rate.

(e) If a child uses two providers under section 119B.097, the maximum payment must not exceed:

(1) the daily rate for one day of care;

(2) the weekly rate for one week of care by the child's primary provider; and

(3) two daily rates during two weeks of care by a child's secondary provider.

) (f) Child care providers receiving reimbursement under this chapter must not be paid activity &es
additional amount above the maximum rates for care provided during nonstandard hours for families receiving
assistance.

{e)-When(q) If the provider charge is greater than the maximum provider rate allowed, the parent is responsible
for payment ofte difference in the rates in addition to any familypeyment fee.

& (h) Al maximum provider rates changes shall be implemented on the Monday following the effective date of
the maximum provider rate.

{g) (i) Notwithstanding Minnesota Rules, part080130, subpart 7, maximum registration fees in effect on
January 1, 2013, shall remain in effect.

EFFECTIVE DATE . Paragraph (a) is effective July 1, 20IBaragraphs (d) to (i) are effective April 23, 2018.

Sec.11. Minnesota Statutes 2016, sectibt®B.13, subdivision 6, is amended to read:

Subd.6. Provider payments (a) A provider must bill only for services documented according to section
119B.125, subdivision .6 The provider shall bill for services provided within ten days of the end of the service
period H-bills-are-submitted-within-ten-days-of the-end-of the-servicepefiagments under the child care fund
shall be made withiB0 21 days of receiving aompletebill from the provider Counties or the state may establish
policies that make payments on a more frequent basis.

(b) If a provider has received an authorization of care and been issued a billing form for an eligible family, the
bill must be subntied within 60 days of the last date of service on the Bilbill submitted more than 60 days after
the last date of service must be paid if the county determines that the provider has shown good cause why the bill
was not submitted within 60 day$soad cause must be defined in the county's child care fund plan under section
119B.08, subdivision 3, and the definition of good cause must include county Anmybill submitted more than a
year after the last date of service on the bill must not be paid.
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(c) If a provider provided care for a time period without receiving an authorization of care and a billing form for
an eligible family, payment of child care assistance may only be made retroactively for a maximum of six months
from the date the providés issued an authorization of care and billing form.

(d) A county or the commissioner may refuse to issue a child care authorization to a licensed or legal
nonlicensed provider, revoke an existing child care authorization to a licensed or legal nahlpmensder, stop
payment issued to a licensed or legal nonlicensed provider, or refuse to pay a bill submitted by a licensed or legal
nonlicensed provider if:

(1) the provider admits to intentionally giving the county materially false information onrdivéder's billing
forms;

(2) a county or the commissioner finds by a preponderance of the evidence that the provider intentionally gave
the county materially false information on the provider's billing forms, or provided false attendance records to a
courty or the commissioner;

(3) the provider is in violation of child care assistance program rules, until the agency determines those
violations have been corrected;

(4) the provider is operating after:

(i) an order of suspension of the provider's liceissaed by the commissioner,

(i) an order of revocation of the provider's license;

jcense is in

(5) the provider submitilsean inaccuate attendanceeports-orrefuses-to-provide-documentation-of- thechild's
attendance-upon-reguest;record;

(6) the provider gives false child care price information
(7) the provider fails to grant access to a county or the commissioner degimar business hours to examine

all records necessary to determine the extent of services provided to a child care assistance recipient and the
appropriateness of a claim for payment.

(e) If a county or the commissioner finds that a provider violateggoaph (d), clause (1) or (2), a county or the
commissioner must deny or revoke the provider's authorization and either pursue a fraud disqualification under
section 256.98, subdivision 8, paragraph (c), or refer the case to a law enforcement authpriyider's rights
related to an authorization denial or revocation under this paragraph are established in section .119B.161
provider's authorization is revoked or denied under this paragraph, the denial or revocation lasts until either:

(1) all aiminal, civil, and administrative proceedings related to the provider's alleged misconduct conclude and
any appeal rights are exhausted; or

(2) the commissioner decides, based on written evidence or argument submitted under section 119B.161, to
authorizethe provider.

(f) If a county or the commissioner denies or revokes a provider's authorization under paragraph (d), clause (4),
the provider shall not be authorized until the order of suspension or order of revocation against the provider is lifted.
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{e)Forpurpeses—ofg) If a county or the commissioner finds that a provider violgtachgraph (d)elauses

clause(3), (5),andor (6) the county or the commissioner maighhold revoke or denyhe prowders authorization

prowders authorlzat|on is revoked or denied under thls paraqraph the denial or revocatlon may last up up to 90 days
from the date a county or the commissioner denies okesviie provider's authorization.

(h) If a county or the commissioner determines a provider violated paragraph (d), clause (7), a county or the
commissioner must deny or revoke the provider's authorization until a county or the commissioner determines
whether the records sought comply with this chapter and chapter. 248t provider's rights related to an
authorization denial or revocation under this paragraph are established in section 119B.161.

& (i) A county's payment policies must be included ia tlounty's child care plan under section 119B.08,
subdivision 3 If payments are made by the state, in addition to being in compliance with this subdivision, the
payments must be made in compliance with section 16A.124.

EFFECTIVE DATE . The amendments fgaragraph (a) are effective September 25, 201& amendments to
paragraphs (d) to (i) are effective April 23, 2018.

Sec.12. Minnesota Statutes 2016, section 119B.16, subdivision 1, is amended to read:

Subdivision 1 Fair hearing allowed for applicants and recipients (a) An applicant or recipient adversely
affected byan action ofa county agencwetion or the commissionemay requesand receivea fair hearing in
accordance witlthis subdivision andection 256.045.

(b) A county agency must offean informal conference to an applicant or recipient who is entitled to a fair
hearing under this sectiorA county agency shall advise an adversely affected applicant or recipient that a request
for a conference is optional and does not delay or refit@caght to a fair hearing.

(c) An applicant or recipient does not have a right to a fair hearing if a county agency or the commissioner takes
action against a provider.

(d) If a provider's authorization is suspended, denied, or revoked, a @uargy or the commissioner must
mail notice to a child care assistance program recipient receiving care from the provider.

EFFECTIVE DATE . This section is effective April 23, 2018.

Sec.13. Minnesota Statutes 2016, section 119B.16, subdivision 1medaded to read:

Subd.la Fair hearing allowed for providers. (a) This subdivision applies to providers caring for children
receiving child care assistance.
3 ir
ging i esponsibility

(b) A provider may request a fair hearing only as specified in this subdivision.
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(c) A provider may request a fair hearing according to sections 256.045 and 256.046 if a county agency or the
commissioner:

(1) denies or revokes a provider's authorization, unless the action entitles the provider to a consolidated contested
case hearing under subdivision 3 or an administrative review under section 119B.161;

(2) assigns responsibility for an overpayment toavigier under section 119B.11, subdivision 2a;

(3) establishes an overpayment for failure to comply with section 119B.125, subdivision 6;

(4) seeks monetary recovery or recoupment under section 245E.02, subdivision 4, paragraph (c), clause (2);

(5) initiates an administrative fraud disqualification hearing; or

(6) issues a payment and the provider disagrees with the amount of the payment.

(d) A provider may request a fair hearing by submitting a written request to the Department of Human Services,
Appeals Division A provider's request must be received by the appeals division no later than 30 days after the date
a county or the commissioner mails the noti¢ée provider's appeal request must contain the following:

(1) each disputed item, the sem for the dispute, and, if appropriate, an estimate of the dollar amount involved
for each disputed item;

(2) the computation the provider believes to be correct, if appropriate;

(3) the statute or rule relied on for each disputed item; and

(4) the namne, address, and telephone number of the person at the provider's place of business with whom contact
may be made regarding the appeal.

EFFECTIVE DATE . This section is effective April 23, 2018.

Sec.14. Minnesota Statutes 2016, section 119B.16, subidinilb, is amended to read:

ctY c y c v/ y vider-mu be-made-a-party to the fair
hearing The human servicesifige assigned to a fair hearing may join a family or a provider as a party to the fair
hearing whenever joinder of that party is necessary to fully and fairly resgbmpaymenissues raised in the

appeal.

EFFECTIVE DATE . This section is effective Adr23, 2018.

Sec.15. Minnesota Statutes 2016, section 119B.16, is amended by adding a subdivision to read:

Subd.lc. Notice to providers (a) Before taking an action appealable under subdivision 1a, paragraph (c), a
county agency or the commissiomaust mail written notice to the provider against whom the action is being taken.
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(b) The notice shall state:

(1) the factual basis for the department's determination;

(2) the action the department intends to take;

(3) the dollar amount of the monetapcovery or recoupment, if known; and

(4) the right to appeal the department's proposed action.

(c) A county agency or the commissioner must mail the written notice at least 15 calendar days before the
adverse action's effective date.

EFFECTIVE DATE . This section is effective April 23, 2018.

Sec.16. Minnesota Statutes 2016, section 119B.16, is amended by adding a subdivision to read:

Subd.3. Consolidated contested case hearinglf a county agency or the commissioner denies or revokes a
provider'sauthorization based on a licensing action, the provider may only appeal the denial or revocation in the
same contested case proceeding that the provider appeals the licensing action.

EFFECTIVE DATE . This section is effective April 23, 2018.

Sec.17. Minnesota Statutes 2016, section 119B.16, is amended by adding a subdivision to read:

Subd.4. Final department action. Unless the commissioner receives a timely and proper request for an
appeal, a county agency's or the commissioner's action shalhfide®d a final department action.

EFFECTIVE DATE . This section is effective April 23, 2018.

Sec.18. [119B.161] ADMINISTRATIVE REVIEW.

Subdivision 1 Temporary denial or revocation of authorization. (a) A provider has the rights listed under
this section if:

(1) the provider's authorization was denied or revoked under section 119B.13, subdivision 6, paragraph (d),
clause (1), (2), or (7);

(2) the provider's authorization was temporarily suspended under paragraph (b); or

(3) a payment wasuspended under chapter 245E.

(b) Unless the commissioner receives a timely and proper request for an appeal, a county's or the commissioner's
action is a final department action.

(c) The commissioner may temporarily suspend a provider's authorizatiooutvprior notice and opportunity
for hearing if the commissioner determines either that there is a credible allegation of fraud for which an
investigation is pending under the child care assistance program, or that the suspension is necessargébetyublic
and the best interests of the child care assistance prodxarallegation is considered credible if the allegation has
indications of reliability The commissioner may determine that an allegation is credible, if the commissioner
reviewed all akkgations, facts, and evidence carefully and acts judiciously on dgasese basis.
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Subd.2. Notice. (a) A county or the commissioner must mail a provider notice within five days of suspending,
revoking, or denying a provider's authorization under sitidn 1.

(b) The notice must:

(1) state the provision under which a county or the commissioner is denying, revoking, or suspending a
provider's authorization or suspending payment to the provider;

(2) set forth the general allegations leading to #wdcation, denial, or suspension of a provider's authorization
The notice need not disclose any specific information concerning an ongoing investigation;

(3) state that the suspension, revocation, or denial of a provider's authorization is for ariemgdod and
explain the circumstances under which the action expires; and

(4) inform the provider of the right to submit written evidence and argument for consideration by the
commissioner.

(c) Notwithstanding Minnesota Rules, part 3400.0185, doanty or the commissioner denies or revokes a
provider's authorization under section 119B.13, subdivision 6, paragraph (d), clause (1), (2), or (7); suspends a
payment to a provider under chapter 245E; or temporarily suspends a payment to a providewhdidision 1, a
county or the commissioner must send notice of termination to an affected.fantiy termination sent to an
affected family is effective on the date the notice is created.

Subd.3. Duration. If a provider's authorization is denied @voked under section 119B.13, subdivision 6,
paragraph (d), clause (1), (2), or (7); authorization is temporarily suspended under this section; or payment is
suspended under chapter 245E, the provider's denial, revocation, temporary suspension, dr uEI®esion
remains in effect until:

(1) the commissioner or a law enforcement authority determines that there is insufficient evidence warranting the
action and a county or the commissioner does not pursue an additional administrative remedy umsdet4Siapr
section 256.98; or

(2) all criminal, civil, and administrative proceedings related to the provider's alleged misconduct conclude and
any appeal rights are exhausted.

Subd.4. Good cause exception A county or the commissioner may find thatogl cause exists not to deny,
revoke, or suspend a provider's authorization, or not to continue a denial, revocation, or suspension of a provider's
authorization if any of the following are applicable:

(1) a law enforcement authority specifically requddteat a provider's authorization not be denied, revoked, or
suspended because it may compromise an ongoing investigation;

(2) a county or the commissioner determines that the denial, revocation, or suspension should be removed based
on the provider's wiien submission; or

(3) the commissioner determines that the denial, revocation, or suspension is not in the best interests of the
program.

EFFECTIVE DATE . This section is effective April 23, 2018.
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Sec.19. Minnesota Statutes 2016, section 245.814dmsigkion 2, is amended to read:

Subd.2. Application of coverage Coverage shall apply to all foster homes licensed by the Department of
Human Services, licensed by a federally recognized tribal government, or established by the juvenile court and
certified by the commissioner of corrections pursuant to section 260B.198, subdivision 1, clause (3), item (v), to the
extent that the liability is not covered by the prowsmns of the standard homeowners or automobile i insurance policy
The insurance shall not coverepe A ptentionally

by-a-person-over12 years-ofagepwperty damage arlsmg out of busmess purswts or the operatlon of any vehicle,
machinery, or equipment.

Sec.20. Minnesota Statutes 2016, section 245.814, subdivision 3, is amended to read:

Subd.3. Compensation provisions If the commissioner of human services is unable to obtain insurance
through ordinary methods for coverage of foster home provitleesappropriation shall be returned to the general
fund and the state shall pay claims subject to the following limitations.

(a) Compensation shall be provided only for injuries, damage, or actions set forth in subdivision 1.
(b) Compensation shall lseibject to the conditions and exclusions set forth in subdivision 2.

(c) The state shall provide compensation for bodily injury, property damage, or personal injury resulting from
the foster home providers activities as a foster home provider while dtex fihild or adult is in the care, custody,
and control of the foster home provider in an amount not to exceed $250,000 for each occurrence.

(d) The state shall provide compensation for damage or destruction of property caused or sustained by a foster
child or adult in an amount not to exce®250$1,000for each occurrence.

(e) The compensation in paragraphs (c) and (d) is the total obligation for all damages because of each occurrence
regardless of the number of claims made in connection with the same&rence, but compensation applies
separately to each foster homEhe state shall have no other responsibility to provide compensation for any injury
or loss caused or sustained by any foster home provider or foster child or foster adult.

This coverag is extended as a benefit to foster home providers to encourage care of persons wheoffidnetneut
care Nothing in this section shall be construed to mean that foster home providers are agents or employees of the
state nor does the state accept aspoasibility for the selection, monitoring, supervision, or control of foster home
providers which is exclusively the responsibility of the counties which shall regulate foster home providers in the
manner set forth in the rules of the commissioner of mugeavices.

Sec.21. Minnesota Statutes 2016, section 245A.02, subdivision 2b, is amended to read:

Subd.2b. Annual or annually. With the exception of subdivision 2gnnual" or "annually" means prior to or
within the same month of the subsequentdar year.

Sec.22. Minnesota Statutes 2016, section 245A.02, is amended by adding a subdivision to read:

Subd.2c. Annual or _annually; family child care training requirements. For the purposes of section
245A.50, subdivisions 1 to 9, "annual" or hamally" means the tthonth period beginning on the license effective
date or the annual anniversary of the effective date and ending on the day prior to the annual anniversary of the
license effective date.




38TH DAY] FRIDAY, MARCH 31,2017 3537

Sec.23. Minnesota Statutes 2016, section 245A.8ubdivision 4, is amended to read:

Subd.4. Inspections; waiver (a) Before issuing an initial license, the commissioner shall conduct an
inspection of the prograniThe inspection must include but is not limited to:

(1) an inspection of the physigalant;

(2) an inspection of records and documents;

(3) an evaluation of the program by consumers of the program; and
(4) observation of the program in operation.

For the purposes of this subdivision, "consumer" means a person who receia3vibes of a licensed
program, the person's legal guardian, or the parent or individual having legal custody of a child who receives the
services of a licensed program.

(b) The evaluation requed in paragraph (a), clause ,(8y the observatin in paragaph (a), clause (4)s not
required prior to issuing an initial license under subdivisionfthe commissioner issues an initial license under
subdivision 7, these requirements must be completed within one year after the issuance of an initial license

(c) Before completing a licensing inspection in a family child care program or child care center, the licensing
agency must offer the license holder an exit interview to discuss violations of law or rule observed during the
inspection and offer technicassistance on how to comply with applicable laws and .ruldgthing in this
paragraph limits the ability of the commissioner to issue a correction order or negative action for violations of law or
rule not discussed in an exit interview or in the ewbat a license holder chooses not to participate in an exit
interview.

EFFECTIVE DATE . This section is effective October 1, 2017.

Sec.24. Minnesota Statutes 2016, section 245A.06, subdivision 8, is amended to read:

Subd.8. Requirement to post correction order. (a) For licensed family child care providers and child care
centers, upon receipt of any correction order or order of conditional license issued by the commissioner under this
section, and notwithstanding a pending request for reconsideddtitve correction order or order of conditional
license by the license holder, the license holder shall post the correction order or order of conditional license in a
place that is conspicuous to the people receiving services and all visitors to tiftye flactwvo years When the
correction order or order of conditional license is accompanied by a maltreatment investigation memorandum
prepared under section 626.556 or 626.557, the investigation memoranda must be posted with the correction order or
orderof conditional license.

(b) If the commissioner reverses or rescinds a violation in a correction order upon reconsideration under
subdivision 2, the commissioner shall issue an amended correction order and the license holder shall post the
amended ordesccording to paragraph (a).

(c) If the correction order is rescinded or reversed in full upon reconsideration under subdivision 2, the license
holder shall remove the original correction order posted according to paragraph (a).




3538 JOURNAL OF THEHOUSE [38TH DAY

Sec.25. Minnesota Statue2016, section 245A.06, is amended by adding a subdivision to read:

Subd.9. Child care correction order guotas prohibited. The commissioner and county licensing agencies
shall not order, mandate, require, or suggest to any person responsible &indiaaninspecting a licensed family
child care provider or child care center a quota for the issuance of correction orders on a daily, weekly, monthly,
guarterly, or yearly basis.

Sec.26. [245A.065] CHILD CARE FIX -IT TICKET.

(a) In lieu of acorrection order under section 245A.06, the commissioner shall issuet didket to a family
child care or child care center license holder if the commissioner finds that:

(1) the license holder has failed to comply with a requirement in this clapidinnesota Rules, chapter 9502
or 9503, that the commissioner determines to be eligible foriaitfoket;

(2) the violation does not imminently endanger the health, safety, or rights of the persons served by the program;

(3) the license holder didohreceive a fixt ticket or correction order for the violation at the license holder's last
licensing inspection;

(4) the violation can be corrected at the time of inspection or within 48 hours, excluding Saturdays, Sundays, and
holidays; and

(5) thelicense holder corrects the violation at the time of inspection or agrees to correct the violation within
48 hours, excluding Saturdays, Sundays, and holidays.

(b) The fixit ticket must state:

(1) the conditions that constitute a violation of the lawube;

(2) the specific law or rule violated; and

(3) that the violation was corrected at the time of inspection or must be corrected within 48 hours, excluding
Saturdays, Sundays, and holidays.

(c) The commissioner shall not publicly publish aifixicket on the department's Web site.

(d) Within 48 hours, excluding Saturdays, Sundays, and holidays, of receivingt &idket, the license holder
must _correct the violation and within one week submit evidence to the licensing agency that the wi@ation
corrected.

(e) If the violation is not corrected at the time of inspection or within 48 hours, excluding Saturdays, Sundays,
and holidays, or the evidence submitted is insufficient to establish that the license holder corrected the violation, the
conmmissioner must issue a correction order for the violation of Minnesota law or rule identified in-ithéckiet
according to section 245A.06.

(f) The commissioner shall, following consultation with family child care license holders, child care center
license holders, and county agencies, issue a report by October 1, 2017, that identifies the violations of this chapter
and Minnesota Rules, chapters 9502 and 9503, that are eligible foit didket. The commissioner shall provide
the report to countyagencies and the chairs and ranking minority members of the legislative committees with
jurisdiction over child care, and shall post the report to the department's Web site.

EFFECTIVE DATE . This section is effective October 1, 2017.
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Sec.27. [245A.1434 INFORMATION FOR CHILD CARE LICENSE HOLDERS.

The commissioner shall inform family child care and child care center license holders on a timely basis of
changes to state and federal statute, rule, requlation, and policy relating to the provision ed lotgidscare, the
child care assistance program under chapter 119B, the quality rating and improvement system under section
124D.142, and child care licensing functions delegated to count@mmmunications under this section shall
include information topromote license holder compliance with identified chang€e@mmunications under this
section may be accomplished by electronic means and shall be made available to the public online.

Sec.28. [245A.153] REPORT TO LEGISLATURE ON THE STATUS OF CHILD CARE .

Subdivision 1 Reporting requirements. Beginning on February 1, 2018, and no later than February 1 of each
year thereafter, the commissioner of human services shall provide a report on the status of child care in Minnesota to
the chairs and ranking mority members of the leqgislative committees with jurisdiction over child care.

Subd.2. Contents of report. (a) The report must include the following:

(1) summary data on trends in child care center and family child care capacity and availabiligdlitcthe
state, including the number of centers and programs that have opened and closed and the geographic locations of
those centers and programs;

(2) a description of any changes to statutes, administrative rules, or agency policies and procadwars th
implemented in the year preceding the report;

(3) a description of the actions the department has taken to address or implement the recommendations from the
Leqislative Task Force on Access to Affordable Child Care Report dated January 15n20iimg but not limited
to actions taken in the areas of:

(i) encouraging uniformity in implementing and interpreting statutes, administrative rules, and agency policies
and procedures relating to child care licensing and access;

(ii) improving communiation with county licensors and child care providers regarding changes to statutes,
administrative rules, and agency policies and procedures, ensuring that information is directly and regularly
transmitted;

(iii) providing notice to child care providefsefore issuing correction orders or negative actions relating to
recent changes to statutes, administrative rules, and agency policies and procedures;

(iv) implementing confidential, anonymous communication processes for child care providersgiesséns
and receive prompt, clear answers from the department;

(v) streamlining processes to reduce duplication or overlap in paperwork and training requirements for child care
providers; and

(vi) compiling and distributing information detailing trenohsthe violations for which correction orders and
negative actions are issued;

(4) a description of the department's efforts to cooperate with counties while addressing and implementing the
task force recommendations;
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(5) summary data on child care agmice programs including but not limited to state funding and numbers of
families served; and

(6) summary data on family child care correction orders, including:

(i) the number of licensed family child care provider appeals or requests for reconsidefa&iiorection orders
to the Department of Human Services;

(ii) the number of family child care correction order appeals or requests for reconsideration that the Department
of Human Services grants; and

(iii) the number of family child care correctiomd®r appeals or requests for reconsideration that the Department
of Human Services denies.

(b) The commissioner may offer recommendations for legislative action.

Subd.3. Sunset This section expires February 2, 2020.

Sec.29. [245A.23] EXEMPTION FROM POSITIVE SUPPORT STRATEGIES REQUIREMENTS.

A program licensed as a family day care facility or group family day care facility under Minnesota Rules,
chapter 9502, and a program licensed as a child care center under Minnesota Rules, chapter 9503t &renexem
Minnesota Rules, chapter 9544, relating to positive support strategies and restrictive interventions.

EFFECTIVE DATE . This section is effective the day following final enactment.

Sec.30. Minnesota Statutes 2016, section 245E.01, is amendaddigg a subdivision to read:

Subd.6a Credible allegation of fraud. "Credible allegation of fraud" has the meaning given in section
256B.064, subdivision 2, paragraph (b), clause (2).

EFFECTIVE DATE . This section is effective July 1, 2017.

Sec.31. Minnesota Statutes 2016, section 245E.02, subdivision 1, is amended to read:

Subdivision 1 Investigating provider or recipient financial misconduct The department shall investigate
alleged or suspected financial misconduct by providers and erdatedrdo payments issued by the child care
assistance program under this chap®ecipients, employeeagents and consultanemd staff may be investigated
when the evidence shows that their conduct is related to the financial misconduct of a provider, license holder, or
controlling individual When the alleged or suspected financial misconduct relates to acting as a retfaritey
conditional employment on behalf of a provider that has received funds from the child care assistance program, the
department may investigate the provider, center owner, director, manager, license holder, or other controlling
individual or agentwho is alleged to have acted as a recruiter offering conditional employment.

EFFECTIVE DATE . This section is effective April 23, 2018.

Sec.32. Minnesota Statutes 2016, section 245E.02, subdivision 3, is amended to read:

Subd.3. Determination of investigation After completing its investigation, the department sksslie-one-of
the-following-determinationdetermine that

(1) no violation of child care assistance requirements occurred,;
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(2) there is insufficient evidence to show that a violatioohilid care assistance requirements occurred,;
(3) a preponderance of evidence shows a violation of child care assistance program law, rule, or policy; or

(4) there exists a credible allegation of framdblving the child care assistance program

EFFECTIVE DATE . This section is effective April 23, 2018.

Sec.33. Minnesota Statutes 2016, section 245E.02, subdivision 4, is amended to read:

Subd.4. Aections Referrals or administrative sanetionsactions (a) After completing the determination werd
subdivision 3, the department may take one or more of the actions or sanctions specified in this subdivision.

(b) The department may takay ofthe following actions:
(2) refer the investigation to law enforcement or a county attorney for possihlaadrprosecution;
(2) refer relevant information to the department's licensing divisi@nbackground studies divisiotie child

care assistance program, the Department of Education, the federal child and adult care food program, or appropriate
child or adult protection agency;

(3) enter into a settlement agreement with a provider, license holMaer, agentcontrolling individual, or
recipient; or

(4) refer the matter for review by a prosecutorial agency with appropriate jurisdictipodsible civil action
under the Minnesota False Claims Act, chapter 15C.

(c) In addition to section 256.98, the department may impose sanctions by:
(1) pursuing administrative disqualification through hearings or waivers;
(2) establishing and seeking rmedary recovery or recoupment;

(3) issuing an order of corrective action that states the practices that are violations of child care assistance
program policies, laws, or regulations, and that they must be correeted;

(4) suspendingdenying;-ortermiating payments to a provideror

(5) taking an action under section 119B.13, subdivision 6, paragraph (d).

(d) Upen—afinding-bylf the commissionedeterminesthat any child care provider, center owner, director,
manager, license holder, or other controlling individual of a child care center has employed, used, or acted as a
recruiter offering conditional employment for a child care center that has receilécdcale assistance program
funding, the commissioner shall:

(1) immediately suspend all program payments to all child care centers in which the person employing, using, or
acting as a recruiter offering conditional employment is an owner, director, matiagase holder, or other
controlling individual The commissioner shall suspend program payments under this clause even if services have
already been provided; and
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(2) immediately and permanently revoke the licenses of all child care centers of dipkrson employing,
using, or acting as a recruiter offering conditional employment is an owner, director, manager, license holder, or
other controlling individual.

EFFECTIVE DATE . This section is effective April 23, 2018.

Sec.34. Minnesota Statute®016, section 245E.03, subdivision 2, is amended to read:

Subd2 Failure to provide access Fa+tu¢e—te—prewde—aeeess—may—resun—m—demat—er—temmnatton of

a4 .. a a men = a an e holge aa N e

assustanee—ptegtamlf a prowder falls to qrant the department |mmed|ate access to records the department may
immediately suspend payments under section 119B.161, or the department may deny or revoke the provider's
authorization A provider, license holder, controlling individual, employee, or staff member must grant the
department access during any hours that the program is open to examine the provider's program or the records listed
in section 245E.05 A provider shall make rexds immediately available at the provider's place of business at the

time the department requests access, unless the provider and the department both agree otherwise.

EFFECTIVE DATE . This section is effective April 23, 2018.

Sec.35. Minnesota Statue2016, section 245E.03, subdivision 4, is amended to read:

Subd.4. Continued or repeated failure to provide accesslf the provider continues to fail to provide access at

the expiration of the 18ay notice period, child care assistance program payments to the provider rdesidak
uspendebegmmng the 16th day following notlce of the |n|t|al failure or refusairmnde accesslhedepattment
" aving failed

nettee—ef—mtttal—faﬂwe—te—prewde—aeeessﬂ\ prowders Ilcense hoIders controlllnq |nd|V|duaIs emplovees staff

member's, or recipient's duty to provide access in this section continues after the provider's authorization is denied,
revoked or suspended Additionally, the provider, license holder, or controlling individual must immediately
provide complete, ongoing access to the departm&apeated failures to provide access must, after the initial
failure or for any subsequent failuresult in termination from participation in the child care assistance program.

EFFECTIVE DATE . This section is effective April 23, 2018.

Sec.36. Minnesota Statutes 2016, section 245E.04, is amended to read:
245E.04 HONEST AND TRUTHFUL STATEMENTS.
It shall be unlawful for a provider, license holder, controlling individual, or recipient to:

(1) falsify, conceal, or cover up by atiekschemeordevice-a-materia-fartans
(2) make any materially false, fictitious, or fraudulent statement oeseptation; or

(3) make or use any false writing or document knowing the same to contain any materially false, fictitious, or
fraudulent statement or entry related to any child care assistance program services that the provider, license holder,
or contrdling individual supplies or in relation to any child care assistance payments received by a provider, license
holder, or controlling individual or to any fraud investigator or law enforcement officer conducting a financial
misconduct investigation.

EFFECTIVE DATE . This section is effective April 23, 2018.
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Sec.37. Minnesota Statutes 2016, section 245E.05, subdivision 1, is amended to read:

Subdivision 1 Records required to be retained The following records must be maintained, controlled, and
made mmediately accessible to license holders, providers, and controlling individddle records must be
organized and labeled to correspond to categories that make them easy to identify so that they can be made available
immediately upon request to an intigator acting on behalf of the commissioner at the provider's place of business:

(1) payroll ledgers, canceled checks, bank deposit slips, and any other accounting records;
(2) daily attendance records required by and that comply with section 119Bub2fiyision 6;

(3) billing transmittal forms requesting payments from the child care assistance program and billing adjustments
related to child care assistance program payments;

(4) records identifying all persons, corporations, partnerships,eatities with an ownership or controlling
interest in the provider's child care business;

(5) employeeor contractorrecords identifying those persons currently employed by the provider's child care
business or who have been employed by the business at any time within the previous fivélyeaezords must
include each employee's name, hourly and annual salaryficaians, position description, job title, and dates of
employment In addition, employee records that must be made available include the employee's time sheets, current
home address of the employee or last known address of any former employee, andndmibon of background
studies required under chapter 119B or 245C;

(6) records related to transportation of children in care, including but not limited to:
(i) the dates and times that transportation is provided to children for transportation t@ranthdr provider's
business location for any purpos&or transportation related to field trips or locations away from the provider's

business location, the names and addresses of those field trips and locations must also be provided;

(i) the name, busiss address, phone number, and Web site address, if any, of the transportation service
utilized; and

(iii) all billing or transportation records related to the transportation.

EFFECTIVE DATE . This section is effective April 23, 2018.

Sec.38. Minnesoa Statutes 2016, section 245E.06, subdivision 1, is amended to read:

Subdivision 1 Factors regarding imposition of administrative sanetionsactions (a) The department shall
consider the following factors in determining the administratbectionsacionsto be imposed:

(1) nature and extent of financial misconduct;
(2) history of financial misconduct;

(3) actions taken or recommended by other state agencies, other divisions of the department, and court and
administrative decisions;

(4) priorimpestion-of sanctionactions
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(5) size and type of provider;

(6) information obtained through an investigation from any source;

(7) convictions or pending criminal charges; and

(8) any other information relevant to the acts or omissions related findineial misconduct.

(b) Any single factor under paragraph (a) may be determinative of the department's decision of whether and what
sanctions-are-imposexdttions to take

EFFECTIVE DATE . This section is effective April 23, 2018.

Sec.39. MinnesotaStatutes 2016, section 245E.06, subdivision 2, is amended to read:

Subd.2. Written notice of department sanenen action; sanction actlon effectlve date—m#ermal—mee&ng

(a) When taking an action against a provider, the department must give notice to:
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(1) the provider as specified in section 119B.16 or 119B.161; and

(2) a family as specified under section 119B.161 or Minnesota Rules, part 3400.0185.

{&) (b) Notwithstanding section 245E.03, subdivisionashd except for a payment suspension or action under
section 119B.161, subdivision fhe effective date of the proposednctionaction under this chaptethall be
30 days after the license holder's, provider's, controlling individual's, or recipient's receipt of the notice, unless
timely appealed If a timely appeal is made, the proposeghctionactionshall be delayed pending the final outcome
of the appeal Implementation of a proposesbnetionaction following the resolution of a timely appeal may be
postponed if, in the opinion of the department the delagae{;trenactron is necessary to protect the health or
safety of chrldren in care ; ing the
ed sanction.

EFFECTIVE DATE . This section is effective April 23, 2018.

Sec.40. Minnesota Statutes 2016, section 245E.06, subdivisionaBnénded to read:

Subd 3. Appeal of departmentsanetren actlon (a)—li—the—department—dees#et—pursue—a—enmmal—actlon

he-entity or
interests of

A provider's rights related to aaction taken under this chapter are established in sections 119B.16 and
119B.161.

EFFECTIVE DATE . This section is effective April 23, 2018.
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Sec.41. Minnesota Statutes 2016, section 245E.07, subdivision 1, is amended to read:

Subdivision 1 Grounds for and methods of monetary recovery (a) The department may obtain monetary
recovery from a provider who has been improperly paid by the child care assistance program, regardless of whether
the errorwas on the part of the provider, the department, orcthety and regardless of whether the emwais
intentional er-county—error The department does not need to establish a patedaprecondition-of-monetary
recoveryof erroneous or false billing claims, duplicate billing claims, or billing claims basddlse statements or
financial misconduct.

(b) The department shall obtain monetary recovery from providers by the following means:

(1) permitting voluntary repayment of money, either in lusojn payment or installment payments;
(2) using any legatollection process;

(3) deducting or withholding program payments; or

(4) utilizing the means set forth in chapter 16D.

EFFECTIVE DATE . This section is effective April 23, 2018.

Sec.42. Minnesota Statutes 2016, section 256.98, subdivision 8, iscadda read:

Subd.8. Disqualification from program. (a) Any person found to be guilty of wrongfully obtaining assistance
by a federal or state court or by an administrative hearing determination, or waiver thereof, through a
disqualification consent agement, or as part of any approved diversion plan rusdetion 401.065, or any
courtordered stay which carries with it any probationary or other conditions, in the Minnesota family investment
program and any affiliated program to include the diversipneork program and the work participation cash
benefit program, the food stamp or food support program, the general assistance program, the group residential
housing program, or the Minnesota supplemental aid program shall be disqualified from that progaaldition,
any person disqualified from the Minnesota family investment program shall also be disqualified from the food
stamp or food support progranthe needs of that individual shall not be taken into consideration in determining the
grant leveffor that assistance unit:

(1) for one year after the first offense;
(2) for two years after the second offense; and
(3) permanently after the third or subsequent offense.

The period of program disqualification shall begin on the date stipulated oradi@nce notice of
disqualification without possibility of postponement for administrative stay or administrative hearing and shall
continue through completion unless and until the findings upon which the sanctions were imposed are reversed by a
court of canpetent jurisdiction The period for which sanctions are imposed is not subject to revibe sanctions
provided under this subdivision are in addition to, and not in substitution for, any other sanctions that may be
provided for by law for the offendavolved A disqualification established through hearing or waiver shall result in
the disqualification period beginning immediately unless the person has become otherwise ineligible for assistance
If the person is ineligible for assistance, the disifjuation period begins when the person again meets the
eligibility criteria of the program from which they were disqualified and makes application for that program.
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(b) A family receiving assistance through child care assistance programs under &¢i8enith a family
member who is found to be guilty of wrongfully obtaining child care assistance by a federal court, state court, or an
administrative hearing determination or waiver, through a disqualification consent agreement, as part of an approved
diversion plan under section 401.065, or a coudered stay with probationary or other conditions, is disqualified
from child care assistance progranihe disqualifications must be for periods of one year and two years for the
first and second offensegspectively Subsequent violations must result in permanent disqualificafaming the
disqualification period, disqualification from any child care program must extend to all child care programs and
must be immediately applied.

(c) A provider caringfor children receiving assistance through child care assistance programs under chapter
119B is disqualified from receiving payment for child care services from the child care assistance program under
chapter 119B when the provider is found to have wrdhgtbtained child care assistance by a federal court, state
court, or an administrative hearing determination or waiver under section 256.046, through a disqualification
consent agreement, as part of an approved diversion plan under section 401.0@%urtoalered stay with
probationary or other conditiond he disqualification must be for a periodesfe-yeatwo yeardfor the first offense
and-two-years—for-the-second-offensdny subsequent violation must result in permanent disqualificatibime
disqualification period must be imposed immediately after a determination is made under this pafagriyghthe
disqualification period, the provider is disqualified from receiving payment from any child care program under
chapter 119B.

(d) Any persa found to be guilty of wrongfully obtaining MinnesotaCare for adults without children and upon
federal approval, all categories of medical assistance and remaining categories of MinnesotaCare, except for
children through age 18, by a federal or statetomuby an administrative hearing determination, or waiver thereof,
through a disqualification consent agreement, or as part of any approved diversion plan under section 401.065, or
any courtordered stay which carries with it any probationary or otheditions, is disqualified from that program
The period of disqualification is one year after the first offense, two years after the second offense, and permanently
after the third or subsequent offenséhe period of program disqualification shall begim the date stipulated on
the advance notice of disqualification without possibility of postponement for administrative stay or administrative
hearing and shall continue through completion unless and until the findings upon which the sanctions were imposed
are reversed by a court of competent jurisdictidrhe period for which sanctions are imposed is not subject to
review. The sanctions provided under this subdivision are in addition to, and not in substitution for, any other
sanctions that may be proeid for by law for the offense involved.

EFFECTIVE DATE . This section is effective April 23, 2018.

Sec.43. Minnesota Statutes 2016, section 2561.04, subdivision 1, is amended to read:

Subdivision 1 Individual eligibility requirements . An individual is eligible for and entitled to a group
residential housing payment to be made on the individual's behalf if the agency has approved the individual's
residence in a group residential housing setting and the individual meets the requirements in payagréphdr (c)

(a) The individual is aged, blind, or is over 18 years of age and disabled as determined under the criteria used by
the title 1l program of the Social Security Act, and meets the resource restrictions and standards of section 256P.02,
and the individual's countable income after deducting the (1) exclusions and disregards of the SSI program, (2) the
medical assistance personal needs allowance under section 256B.35, and (3) an amount equal to the income actually
made available to a commitynspouse by an elderly waiver participant under the provisionsctibes 256B.0575,
paragraph (g)clause (4), and 256B.058, subdivision 2, is less than the monthly rate specified in the agency's
agreement with the provider of group residential housinghich the individual resides.
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(b) The individual meets a category of eligibility under section 256D.05, subdivision 1, paragraph (a), clauses
(1), (3), (5) to (9), and (14), and paragraph (b), if applicable, and the individual's resources are I¢iss than
standards specified by section 256P.02, and the individual's countable income as determined under section 256P.06,
less the medical assistance personal needs allowance under section 256B.35 is less than the monthly rate specified in
the agency's agreent with the provider of group residential housing in which the individual resides.

(c) The individual receives licensed residential crisis stabilization services under section 256B.0624, suhdivision 7
and is receiving medical assistancEhe individud may receive concurrent group residential housing payments if
receiving licensed residential crisis stabilization services under section 256B.0624, subdivision 7.

EFFECTIVE DATE . This section is effective October 1, 2017.

Sec.44. Minnesota Statutes046, section 2561.04, subdivision 3, is amended to read:

Subd.3. Moratorium on development of group residential housing beds (a) Agencies shall not enter into
agreements for new group residential housing beds with total rates in excess of the M@keegzte except:

(1) for group residential housing establishments licensed under chapter 245D provided the facility is needed to
meet the census reduction targets for persons with developmental disabilities at regional treatment centers;

(2) up to 80beds in a single, specialized facility located in Hennepin County that will provide housing for
chronic inebriates who are repetitive users of detoxification centers and are refused placement in emergency shelters
because of their state of intoxicationdgsianning for the specialized facility must have been initiated before July 1,
1991, in anticipation of receiving a grant from the Housing Finance Agency under section 462A.05, subdivision 20a,
paragraph (b);

(3) notwithstanding the provisions of subdigin 2a, for up tat80 226 supportive housing units in Anoka,
Dakota, Hennepin, or Ramsey County for homeless adults with a mental illness, a history of substance abuse, or
human immunodeficiency virus or acquired immunodeficiency syndrdree purposes fathis section, "homeless
adult” means a person who is living on the street or in a shelter or discharged from a regional treatment center,
community hospital, or residential treatment program and has no appropriate housing available and lacks the
resource and support necessary to access appropriate housirilgast 70 percent of the supportive housing units
must serve homeless adults with mental illness, substance abuse problems, or human immunodeficiency virus or
acquired immunodeficiency syndrome waiee about to be or, within the previous six months, has been discharged
from a regional treatment center, or a stadatracted psychiatric bed in a community hospital, or a residential
mental health or chemical dependency treatment progrdra person reets the requirements of subdivision 1,
paragraph (a), and receives a federal or state housing subsidy, the group residential housing rate for that person is
limited to the supplementary rate under section 2561.05, subdivision 1a, and is determineddoyirsyithe amount
of the person's countable income that exceeds the MSA equivalent rate from the group residential housing
supplementary rate A resident in a demonstration project site who no longer participates in the demonstration
program shall retairligibility for a group residential housing payment in an amount determined under section
2561.06, subdivision 8, using the MSA equivalent ra&ervice funding under section 2561.05, subdivision 1a, will
end June 30, 1997, if federal matching fundsaaalable and the services can be provided through a managed care
entity. If federal matching funds are not available, then service funding will continue under section 2561.05,
subdivision 1a;

(4) for an additional two beds, resulting in a total of 3@%héor a facility located in Hennepin County providing
services for recovering and chemically dependent men that has had a group residential housing contract with the
county and has been licensed as a board and lodge facility with special serviceS&ce 1
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(5) for a group residential housing provider located in the ci§taCloud, or a county contiguous to the city of
St. Cloud, that operates a 4&d facility, that received financing through the Minnesota Housing Finance Agency
Ending LongTerm Homdessness Initiative and serves chemically dependent clientele, providihgugd-day
supervision;

(6) for a new 65bed facility in Crow Wing County that will serve chemically dependent persons, operated by a
group residential housing provider that cathg operates a 308ed facility in Minneapolis, and a 4#ed facility in
Duluth;

(7) for a group residential housing provider that operates twbedrfacilities, one located in Hennepin County
and one located in Ramsey County, that provide communfigastiand 24oura-day supervision to serve the
mental health needs of individuals who have chronically lived unsheltered; and

(8) for a group residential facility in Hennepin County with a capacity of up to 48 beds that has been licensed
since 1978 as board and lodging facility and that until August 1, 2007, operated as a licensed chemical dependency
treatment program.

(b) An agency may enter into a group residential housing agreement for beds with rates in excess of the MSA
equivalent rate in additioto those currently covered under a group residential housing agreement if the additional
beds are only a replacement of beds with rates in excess of the MSA equivalent rate which have been made available
due to closure of a setting, a change of licensureertification which removes the beds from group residential
housing payment, or as a result of the downsizing of a group residential housing sEtiénggansfer of available
beds from one agency to another can only occur by the agreement of hutieage

Sec.45. Minnesota Statutes 2016, section 2561.05, is amended by adding a subdivision to read:

Subd.1p. Supplementary rate; St.Louis County. (a) Notwithstanding the provisions of subdivisions 1a and 1c
beqginning July 1, 2017, a county agershall negotiate a supplementary rate in addition to the rate specified in
subdivision 1, not to exceed $700 per month, including any legislatively authorized inflationary adjustments, for a
group residential housing provider that:

(1) is located irst. Louis County and has had a group residential housing contract with the county since July 2016;

(2) operates a 3bed facility;

(3) serves women who are chemically dependent, mentally ill, or both;

(4) provides 24our per day supervision;

(5) provides onsite support with skilled professionals, including a licensed practical nurse, registered nurses,
peer specialists, and resident counselors; and

(6) provides independent living skills training and assistance with family reunification.

Sec.46. Minnesota Statutes 2016, section 2561.05, is amended by adding a subdivision to read:

Subd.1g. Supplemental rate; Anoka County Notwithstanding the provisions in this section, a county agency
shall negotiate a supplemental rate for 42 beds in addititinetoate specified in subdivision 1, not to exceed the
maximum rate allowed under subdivision 1a, including any leqislatively authorized inflationary adjustments, for a
group residential housing provider that is located in Anoka County and provides royehgeising on the former
Anoka Regional Treatment Center campiotwithstanding any other law or rule to the contrary, Anoka County is
not responsible for any additional costs associated with the supplemental rate provided for in this subdivision.
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Sec.47. Minnesota Statutes 2016, section 2561.05, is amended by adding a subdivision to read:

Subd.1lr. Supplemental rate; Olmsted County Notwithstanding the provisions of subdivisions la and 1c,
beginning July 1, 2017, a county agency shall negotiaigpplementary rate in addition to the rate specified in
subdivision 1, not to exceed $750 per month, including any legislatively authorized inflationary adjustments, for a
group residential housing provider located in Olmsted County that operatetetongesidential facilities with a
total of 104 beds that serve chemically dependent men and women and proekm&-24lay supervision and other

support services.

Sec.48. Minnesota Statutes 2016, section 2561.05, is amended by adding a subdivision to read:

Subd.11. Transfer of emergency shelter funds (a) The commissioner shall make a eostitral transfer of
funding from the group residential housing fund to county human service agencies for emergency shelter beds
removed from the group residential Ising census under a biennial plan submitted by the county and approved by
the commissioner The biennial plan is due August 1, beginning August 1, 20Ife plan must describe(l)
anticipated and actual outcomes for persons experiencing homelessneserigiency shelters; (2) improved
efficiencies in_administration; (3) requirements for individual eligibility; and (4) plans for quality assurance
monitoring and quality assurance outcome§he commissioner shall review the county plan to monitor
implemertation and outcomes at least biennially, and more frequently if the commissioner deems necessary.

(b) The funding under paragraph (a) may be used for the provision of room and board or supplemental services
according to section 2561.03, subdivisions 2 @&ad Providers must meet the requirements of section 2561.04,
subdivisions 2a to 2fFunding must be allocated annually, and the room and board portion of the allocation shall be
adjusted according to the percentage change in the group residential roesingnd board rateThe room and
board portion of the allocation shall be determined at the time of tranBifier commissioner or county may return
beds to the group residential housing fund with 180 days' notice, including financial reconciliation.

EFFECTIVE DATE . This section is effective July 1, 2017.

Sec.49. Minnesota Statutes 2016, section 2561.06, subdivision 8, is amended to read:

Subd.8. Amount of group residential housing payment (a) The amount of a group residential housing
paymentto be made on behalf of an eligible individual is determined by subtracting the individual's countable
income under section 2561.04, subdivision 1, for a whole calendar month from the group residential housing charge
for that same month The group residdial housing charge is determined by multiplying the group residential
housing rate times the period of time the individual was a resident or temporarily absent under section 2561.05,
subdivision 1c, paragraph (d).

(b) For an individual with earned incorn@der paragraph (a), prospective budgeting must be used to determine
the amount of the individual's payment for the followingianth period An increase in income shall not affect
an individual's eligibility or payment amount until the month followthg reporting month A decrease in income
shall be effective the first day of the month after the month in which the decrease is reported.

(c) For an individual who receives licensed residential crisis stabilization services under section 256B.0624,
suldivision 7, the amount of group residential housing payment is determined by multiplying the group residential
housing rate times the period of time the individual was a resident.

EFFECTIVE DATE . This section is effective October 1, 2017.
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Sec.50. Minnesota Statutes 2016, section 256J.45, subdivision 2, is amended to read:
Subd.2. General information. The MFIP orientation must consist of a presentation that informs caregivers of:
(1) the necessity to obtain immediate employment;

(2) the work incenves under MFIP, including the availability of the federal earned income tax credit and the
Minnesota working family tax credit;

(3) the requirement to comply with the employment plan and other requirements of the employment and training
services compongmf MFIP, including a description of the range of work and training activities that are allowable
under MFIP to meet the individual needs of participants;

(4) the consequences for failing to comply with the employment plan and other program requiranuetitaf
the county agency may not impose a sanction when failure to comply is due to the unavailability of child care or
other circumstances where the participant has good cause under subdivision 3;

(5) the rights, responsibilities, and obligations aftgipants;

(6) the types and locations of child care services available through the county agency;

(7) the availability and the benefits of the early childhood health and developmental screening under sections
121A.16 to 121A.19; 123B.02, subdivisiof;land 123B.10;

(8) the caregiver's eligibility for transition year child care assistance under section 119B.05;

(9) the availability of all health care programs, including transitional medical assistance;

(10) the caregiver's option to choose an emmieyt and training provider and information about each provider,
including but not limited to, services offered, program components, job placement rates, job placement wages, and
job retention rates;

(11) the caregiver's option to request approval of aicagibn and training plan according to section 256J.53;

(12) the work study programs available under the higher education sgstdm;

(13) information about the @&@onth time limit exemptions under the family violence waiver and referral
informationabout shelters and programs for victims of family violenaed

(14) information about the income exclusions under section 256P.06, subdivision 2.

EFFECTIVE DATE . This section is effective July 1, 2018.

Sec.51. [256N.261] SUPPORT FOR ADOPTIVE, FOSTER, AND KINSHIP FAMILIES.

Subdivision 1 Program established The commissioner of human services shall design and implement a
coordinated program to reduce the need for placement changesafrhmume placements of children and youth in
foster careadoptive placements, and permanent physical and legal custody kinship placements, and to improve the
functioning and stability of these familie§ o the extent federal funds are available, the commissioner shall provide
the following adoption and fosteaecompetent services and ensure that placements are trauma informed and child
and family centered:
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(1) a program providing information, referrals, a patemparent support network, peer support for youth,
family activities, respite care, crisis sengc@ducational support, and mental health services for children and youth
in adoption, foster care, and kinship placements and adoptive, foster, and kinship families from across Minnesota;

(2) training offered around Minnesota for adoptive and kinshipili@sn and additional training for foster
families, and the professionals who serve the families, on the effects of trauma, common disabilities of adopted
children and children in foster care, and kinship placements, and challenges in adoption, fostardchireship

placements; and

(3) periodic evaluation of these services to ensure program effectiveness in preserving and improving the success
of adoptive, foster, and kinship placements.

Subd.2. Definitions. (a) The definitions in this subdivisiompply to this section.

(b) "Child and family centered" means individualized services that respond to a child's or youth's strengths,
interests, and current developmental stage, including social, cognitive, emotional, physical, cultural, racial, and
spiritual needs, and offer support to the entire adoptive, foster, or kinship family.

(c) "Trauma informed" means care that acknowledges the effect trauma has on children and the children's
families, modifies services to respond to the effects of trauma, emplasiill and strength building rather than
symptom management, and focuses on the physical and psychological safety of the child and family.

Sec.52. Minnesota Statutes 2016, section 256P.06, subdivision 2, is amended to read:

Subd.2. Exempted individuals. (a) The following members of an assistance unit under chapters 119B and
256J are exempt from having their earned income count towards the income of an assistance unit:

(1) children under six years old,;

(2) caregivers under 20 years of age endodieleast halfime in school; and

(3) minors enrolled in school full time.

(b) The following members of an assistance unit are exempt from having their earned and unearned income
count toward the income of an assistance unit for 18 consecutive camodts, beginning the month following

the marriage date, for benefits under chapter 256J if the household income does not exceed 275 percent of the
federal poverty quidelines:

(1) a new spouse to a caretaker in an existing assistance unit; and

(2) thespouse designated by a newly married couple, when both spouses were already members of an assistance
unit under chapter 256J.

(c) If members of an assistance unit identified in paragraph (b) also receive assistance under section 119B.05,
they are exemptrém having their earned income count toward the income of the assistance unit if the household
income prior to the exemption does not exceed 67 percent of the state median income for recipients under section
119B.05 for 39 consecutive biweekly periods begig the second biweekly period after the marriage date.

EFFECTIVE DATE . This section is effective July 1, 2018.
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Sec.53. Minnesota Statutes 2016, section 260C.451, subdivision 6, is amended to read:

Subd.6. Reentering foster care and accessing saces after 18 years of age and up to 21 years of age.
(a) Upon request of an individual who had been under the guardianship of the commissioner and who has left foster
care without being adopted, the responsible social services agency which had besnntigsioner's agent for
purposes of the guardianship shall develop with the individual a plan to increase the individual's ability to live safely
and independently using the plan requirements of section 260C.212, subdivision 1, paragraph (c), clanset¢12),
assist the individual to meet one or more of the eligibility criteria in subdivision 4 if the individual wants to reenter
foster care The responsible social services agency shall provide foster care as required to implement fhieeplan
respondile social services agency shall enter into a voluntary placement agreement under section 260C.229 with the
individual if the plan includes foster care.

(b) Individuals who had not been under the guardianship of the commissioner of human serviced ®eats
of age may ask to reenter foster care after age 18tandhe—extentfunds—are-availabtbe responsible social
services agency that had responsibility for planning for the individual before discharge from fosteaygahall
provide foster are or other services to the individual for the purpose of increasing the individual's ability to live
safely and independently and to meet the eligibility criteria in subdivision 3a, if the individual:

(1) was in foster care for the six consecutive memtior to the person's 18th birthday left foster care within
six_months prior to the person's 18th birthdagd was not discharged home, adopted, or received into a relative's
home under a transfer of permanent legal and physical custody unden 86,515, subdivision 4; or

(2) was discharged from foster care while on runaway status after age 15.

(c) In conjunction with a qualifying and eligible individual under paragraph (b) and other appropriate persons,
the responsible social services agershall develop a specific plan related to that individual's vocational,
educational, social, or maturational needs;daedhe-extentfunds—are-availabf@povide foster care as required to
implement the plan The responsible social services agency satiér into a voluntary placement agreement with
the individual if the plan includes foster care.

(d) A child who left foster care while under guardianship of the commissioner of human services retains
eligibility for foster care for placement at any tiqmeor to 21 years of age.

Sec.54. Minnesota Statutes 2016, section 626.556, subdivision 3c, is amended to read:

Subd.3c. Local welfare agency, Department of Human Services or Department of Health responsible for
assessing or investigating reports ahaltreatment. (a) The county local welfare agency is the agency responsible
for assessmg or |nvest|gat|ng allegat|ons of maltreatment |n child foster care, famlly ch|ld care, Iegally unlicensed
child care, juv B A
eounty, and reports involving chlldren served by an unllcensed personal care prowder organlzatlon under section
256B.0659 Copies of findings related to personal care provider organizations undiems2s6B.0659 must be
forwarded to the Department of Human Services provider enrollment.

(b) The Department of Human Services is the agency responsible for assessing or investigating allegations of
maltreatmentn juvenile correctional facilities licensdxy the Department of Corrections under section 241.021 and
in facilities licensed under chapters 245A and 245D, except for child foster care and family child care.

(c) The Department of Health is the agency responsible for assessing or investigatiaoaeof child
maltreatment in facilities licensed under sections 144.50 to 144.58 and 144A.43 to 144A.482.
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Sec.55. MOBILE FOOD SHELF GRANTS.

Subdivision 1 Grant amount. Hunger Solutions shall award grants on a priority basis under subdivisidn 3
grant to sustain an existing mobile program shall not exceed $2500fant to create a new mobile program shall
not exceed $75,000.

Subd.2. Application contents. An applicant for a grant under this section must provide the following
information b Hunger Solutions:

(1) the location of the project;

(2) a description of the mobile program, including the program's size and scope;

(3) evidence regarding the unserved or underserved nature of the community in which the project is to be
located;

(4) evidence of community support for the project;

(5) the total cost of the project;

(6) the amount of the grant request and how funds will be used;

(7) sources of funding or ikind contributions for the project that may supplement any grant award;

(8) the applicant's commitment to maintain the mobile program; and

(9) any additional information requested by Hunger Solutions.

Subd.3. Awarding grants. In evaluating applications and awarding grants, Hunger Solutions must give
priority to an applicanivho:

(1) serves unserved or underserved areas;

(2) creates a new mobile program or expands an existing mobile program;

(3) serves areas where a high level of need is identified;

(4) provides evidence of strong support for the project from residentstlagdinstitutions in the community;

(5) leverages funding for the project from other private and public sources; and

(6) commits to maintaining the program on a multiyear basis.

Sec.56. MINNESOTA PATHWAYS TO PROSPERITY DAKOTA AND OLMSTED COUNTIES'
PILOT PROJECT.

Subdivision 1 Authorization. The commissioners of human services, health, education, Minnesota Housing
Finance Agency, and management and budget, and hereinafter, the executive branch team, shall work together with
Dakota and Olmsted Caties, and other interested stakeholders, to consider the design of a pilot that tests an
alternative financing model for the distribution of publicly funded benefits in Dakota and Olmsted Counties.
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Subd.2. Pilot project design and goals The goals oftie pilot project are to reduce the historical separation
between the state funds and systems affecting families who are receiving public assiBtenp#ot project shall
eliminate, where possible, funding restrictions to allow a more comprehensivaeappo the needs of the families
in the pilot project, and focus on upstream, preventioented supports and interventions.

Subd.3. Executive team work When planning a potential pilot project, the executive branch team must
consider whether a pil@roject participant:

(1) is 26 years of age or younger with a minimum of one child;

(2) voluntarily agrees to participate in the pilot project;

(3) is eligible for, applying for, or receiving public benefits including but not limited to houssststance,
education supports, employment supports, child care, transportation supports, medical assistance, earned income tax
credit, or the child care tax credit; and

(4) is enrolled in an education program that is focused on obtaining a careefl tii@lwresult in a livable wage.

Sec.57. CHILD CARE CORRECTION ORDER POSTING GUIDELINES.

No later than November 1, 2017, the commissioner shall develop guidelines for posting public licensing data for
licensed child care programsin developing theguidelines, the commissioner shall consult with stakeholders,
including licensed child care center providers, family child care providers, and county agencies.

Sec.58. DIRECTION TO COMMISSIONER; GROUP RESIDENTIAL HOUSING STUDY.

Within available appragations, the commissioner of human services shall study the group residential housing
supplementary service rates under Minnesota Statutes, section 2561.05, and make recommendations on the
supplementary service rate structure to the chairs and rankimgitmimembers of the legislative committees with
jurisdiction over human services policy and finance by January 15, 2018.

Sec.59. REPEALER.

(a) Minnesota Statutes 2016, sections 179A.50; 179A.51; 179A.52; and 178/ %8pealed.

(b) Minnesota Statutes 2016, sections 119B.16, subdivision 2; 245E.03, subdivision 3; and 245E.06,
subdivisions 4 and ®nd Minnesota Rules, part 3400.0185, subpaatérepealed effective April 23, 2018.

ARTICLE 5
HEALTH OCCUPATIONS

Section 1 [147.033] PRACTICE OF TELEMEDICINE.

Subdivision 1 Definition. For the purposes of this section, "telemedicine” means the delivery of health care
services or consultations while the patient is at an originating site and the licensed health care provider is at a distant
site. A communication between licensed health care providers that consists solely of a telephone conversation,
e-mail_or facsimile transmission does not constitute telemedicine consultations or semicesmmunication
between a licensed health care [dev and a patient that consists solely ofamail or facsimile transmission does
not _constitute telemedicine consultations or services. Telemedicine may be provided by meartsnaf neaelvay
interactive audio, and visual communications, includimgapplication of secure video conferencing or siokforward
technology to provide or support health care delivery, that facilitate the assessment, diagnosis, consultation,
treatment, education, and care management of a patient's health care.
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Subd.2. Physicianpatient relationship. A physicianpatient relationship may be established through
telemedicine.

Subd.3. Standards of practice and conduct A physician providing health care services by telemedicine in
this state shall be held to the sartendards of practice and conduct as provided in this chapter-pargon health
care services.

Sec.2. Minnesota Statutes 2016, section 148.171, subdivision 7b, is amended to read:

that is revoked suspended or_contains I|m|tat|ons on the full and unrestricted practice of nursinthnevhen
revocation, suspension, or limitation is imposed by a state licensing board, or (2) a license that is voluntarily
surrendered

EFFECTIVE DATE . This section is effective the day following final enactment.

Sec.3. Minnesota Statutes 2016, section 148, is amended by adding a subdivision to read:

Subd.7c. Intervention. "Intervention” means any act or action based upon clinical judgment and knowledge
that a nurse performs to enhance the health outcome of a patient.

EFFECTIVE DATE . This sectioris effective the day following final enactment.

Sec.4. Minnesota Statutes 2016, section 148.211, subdivision 1a, is amended to read:

Subd.1la Advanced practice registered nurse licensure (a) Effective January-1,-20158lo advanced practice
nurse shih practice as an advanced practice registered nurse unless the advanced practice nurse is licensed by the
board under this section.

(b) An applicant for a license to practice as an advanced practice registered nurse (APRN) shall apply to the
board in adrmat prescribed by the board and pay a fee in an amount determined under section 148.243.

(c) To be eligible for licensure an applicant:

(1) must hold a current Minnesota professional nursing license or demonstrate eligibility for licensure as a
registeed nurse in this state;

(2) must not hold an encumbered license as a registered nurse in any state or territory;

(3)() must have completed a graduate level APRN program accredited by a nursing or -ralasaty
accrediting body that is recognized tne United States Secretary of Education or the Council for Higher Education
Accreditation as acceptable to the boafhe education must be in one of the four APRN roles for at least one
population focus For APRN programs completed on or after Jandar2016, the program must include at least
one graduatéevel course in each of the following areaadvanced physiology and pathophysiology; advanced
health assessment; and pharmacokinetics and pharmacotherapeutics of all broad categories of agents; or

(i) must demonstrate compliance with the advanced practice nursing educational requirements that were in
effect in Minnesota at the time the applicant completed the advanced practice nursing education program;
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(4) must be currently certified by a natibreertifying body recognized by the board in the APRN role and
population foci appropriate to educational preparation;

(5) must report any criminal conviction, nolo contendere plea, Alford plea, or other plea arrangement in lieu of
conviction; and

(6) mwst not have committed any acts or omissions which are grounds for disciplinary action in another
jurisdiction or, if these acts have been committed and would be grounds for disciplinary action as set forth in section

148.261, the board has found, afterdstigation, that sufficient restitution has been made.

EFFECTIVE DATE . This section is effective the day following final enactment.

Sec.5. Minnesota Statutes 2016, section 148.211, subdivision 1c, is amended to read:

Subd.1c. Postgraduate practice A nurse practitioner or clinical nurse specialist who qualifies for licensure as
an advanced practice registered nurse must practice for at least 2,080 hours, within the context of a collaborative
agreement, within a hospital or integrated clinicalisgttvhere advanced practice registered nurses and physicians
work together to provide patient careThe nurse practitioner or clinical nurse specialist shall submit written
evidence to the board with the application, or upon completion of the requilatarative practice experience
For purposes of this subdivision, a collaborative agreement is a mutually agreed upon plan for the overall working
relationship between a nurse practitioner or clinical nurse specialist, and one or more physicians Uivgéeised
chapter 14°0r in another state or United States territamyone or more advanced practice registered nurses licensed
under this section that designates the scope of collaboration necessary to manage the care .ofTpatiaotse
practitioner orclinical nurse specialist, and one of the collaborating physicians or advanced practice registered
nurses, must have experience in providing care to patients with the same or similar medical problems.

EFFECTIVE DATE . This section is effective the dayilfmwving final enactment.

Sec.6. Minnesota Statutes 2016, section 148.211, subdivision 2, is amended to read:

Subd.2. Licensure by endorsement {& The board shall issue a license to practice professional nursing or
practical nursing without examinah to an applicant who has been duly licensed or registered as a nurse under the
laws of another state, territory, or country, if in the opinion of the board the applicant has the qualifications
equivalent to the qualifications required in this statetat®ed in subdivision 1, all other laws not inconsistent with
this section, and rules promulgated by the board.

EFFECTIVE DATE . This section is effective the day following final enactment.
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Sec.7. Minnesota Statutes 2016, sectil48.881, is amended to read:
148.881 DECLARATION OF POLICY.

The practice of psychology in Minnesota affects the public health, safety, and weltheeregulations in
seeﬂens—l48~88—te—l4&98e Minnesota Psvcholoqv Pracnce Act as enforced b\Bthaard of Psvcholoqprotect
the publicfrem enduct by
pepsens—heensed—te—praenee—psyeheldhmuqh Ilcensure and requlatlon to promote access to safe, ethical, and

competent psychological services

Sec.8. Minnesota Statutes 2016, section 148.89, is amended to read:
148.89 DEFINITIONS.

Subdivision 1 Applicability . For the purposes of sections 148.88 to 148.98, the following terms have the
meanings given them.

Subd.2. Board of Psychology or board "Board of Psychology" or "board" means the board established under
section 148.90.

Subd.2a Client. "Cllent" meanseaeh%%@—eHegal—mh@e%—aeade#%ergamzaﬂenal—b%mess

re of
3 racdneeld:t recipient_of
psychological services Wlthln the context of a professmnal relatlonshlp that magere child, adolescent, adult,

couple, family, group, organization, community, or other entiiyphe client may be the person requesting the
psychological services or the direct recipient of the services

Subd.2b. Credentialed. "Credentialed" meansaking a license, certificate, charter, registration, or similar
authority to practice in an occupation regulated by a governmental board or agency.

Subd.2c. Designated supervisor "Designated supervisor' means a qualified individual whdesighated
identified and assignelly the primary supervisor to provide additional supervision and traigng-licensed

psychologicalpractitioner—oto an individual who is obtaining required predegree supervised professional
experience or postdegree supervipsgthologicalemployment.

Subd.2d. Direct services "Direct services" means the delivery of preventive, diagnostic, assessment, or
therapeutic intervention services where the primary purpose is to benefit a client who is the direct recipient of the
servce.

Subd.2e Full-time employment "Full-time employment" means a minimum of 35 clock hours per week.

Subd.3. Independent practice "Independent practice" means the practice of psychology without supervision.

Subd.3a Jurisdiction. "Jurisdiction" means the United States, United States territories, or Canadian provinces
or territories.
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Subd.4. Licensee "Licensee" means a person who is licensed by the kasaedlicensed-psychologist-oras a
licensed-psychological-practitioner

Subd.4a Provider or prowder of serwces "Prowder or "provider of services" means any individual who is
regulated by the board , ' . i iti icensee, or an

applicant

Subd.4b. Primary supervisor. "Primary supervisor' means a psychologist licensed in Minnesota or other

qualified individual who provides the principal supervisitm-a—licensed—psychologicalpractitioner wr an

individual who is obtaining required predegree supervipeafessional experience or postdegree supervised
psychologicakmployment.

Subd.5. Practice of psychology "Practice of psychology” means the observation, description, evaluation,
interpretation,er prediction, ormodification of human behavior by thepplication of psychological principles,
methods, or procedures famy—reasen—including—to—prevent—eliminate,—or—mantuge purpose of preventing,
eliminating, evaluating, assessing, or predictsgmptomatic, maladaptive, or undesired behavigpplying
psychological principles in legal settingsnd te—erhaneeenhancinginterpersonal relationships, work, life and
developmental adjustment, personal and organizational effectiveness, behavioral health, and mentarl treealth
practice of psychology incties, but is not limited to, the following services, regardless of whether the provider
receives payment for the services:

(1) psychological research and teaching of psychosodpject to the exemptions in section 148.9075

A nemujgplomcal testing and
the evaluatlon or assessment of persm:hmiracterlsncs such as mtelhqence personality, cognitive, physical and
emotional abilities, skills, interests, aptitudes, and neuropsychological functioning

(3) 2 v
eenee#mng—the—eha%aetensﬁes—ef—an—mdmd&@—e#enuwnsellnq psvchoanalv5|s psvchotherapv, hvpn05|s

biofeedback, and behavior analysis and therapy

(4) diagnosis, treatment, and management of mental or emotional disorders or disabilities, substance use
disorders, disorders of habit or conduct, and the psychological aspects of physical illness, accident, injury, or

disability;
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(5) psychoeducational-services-and-treatnpsythoeducational evaluation, therapy, and remediadimgh

(6) consultatiorand-supervisionvith physicians, other health care professionals, and clients regarding available
treatment options, inatling medication, with respect to the provision of care for a specific client;

(7) provision of direct services to individuals or groups for the purpose of enhancing individual and
organizational effectiveness, using psychological principles, methodspmoédures to assess and evaluate
individuals on personal characteristics for individual development or behavior change or for making decisions about
the individual; and

(8) supervision and consultation related to any of the services described irbthissson

Subd.6. Telesupervision "Telesupervision” means the clinical supervision of psychological services through a
synchronous audio and video format where the supervisor is not physically in the same facility as the supervisee.

Sec.9. Minnesda Statutes 2016, section 148.90, subdivision 1, is amended to read:

Subdivision 1 Board of Psychology (a) The Board of Psychology is created with the powers and duties
described in this sectiorThe board has 11 members who consist of:

(1) threefour individuals licensed as licensed psychologists who have doctoral degrees in psychology;
(2) two individuals licensed as licensed psychologists who have master's degrees in psychology;

(3) two psychologists, not necessarily licensmek-with-awho havedoctoraldegreedegreesn psychologyand
one-with-eithera-doctoral-ormasters-degree-inpsycholesenting different training programs in psychology;

£5) (4) three public members.

(b) After the date on which fewer than 30 percent of the individuals licensed by the board as licensed
psychologists qudl for licensure under section 148.907, subdivision 3, paragraph (b), vacancies filled under
paragraph (a), clause (2), shall be filled by an individual with either a master's or doctoral degree in psychology
licensed or qualified to be licensed as a Igmhpsychologist.

(c) After the date on which fewer than 15 percent of the individuals licensed by the board as licensed
psychologists qualify for licensure under section 148.907, subdivision 3, paragraph (b), vacancies under paragraph (a
clause (2), stll be filled by an individual with either a master's or doctoral degree in psychology licensed or
qualified to be licensed as a licensed psychologist.

Sec.10. Minnesota Statutes 2016, section 148.90, subdivision 2, is amended to read:

Subd.2. Members. (a) The members of the board shall:

(1) be appointed by the governor;

(2) be residents of the state;

(3) serve for not more than two consecutive terms;
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(4) designate the officers of the board; and

(5) administer oaths pertaining to the businesh®board.

(b) A public member of the board shall represent the public interest and shall not:

(1) be a psychologispsychological-practitionenr have engaged in the practice of psychology;
(2) be an applicant or former applicant for licensure;

(3) be a member of another health profes@od be licensed by a healdlated licensing board as defined
under section 214.01, subdivision 2; the commissioner of health; or licensed, certified, or registered by another

jurisdictior
(4) be a member @ household that includes a psychologispsychelogicalpractitiongor

(5) have conflicts of interest or the appearance of conflicts with duties as a board member.

Sec.11. Minnesota Statutes 2016, section 148.905, subdivision 1, is amended to read:

Subdivision 1 General. The board shall:

(1) adopt and enforce rules for licensing psychologisig-psychological-practitioneend for regulating their
professional conduct;

(2) adopt and enforce rules of conduct governing the practiosychology;

(3) adopt and implement rules for examinations which shall be held at least once a year to assess applicants'
knowledge and skillsThe examinations may be written or oral or both, and may be administered by the board or by
institutions or imividuals designated by the boardBefore the adoption and implementation of a new national
examination, the board must consider whether the examination:

(i) demonstrates reasonable reliability and external validity;

(ii) is normed on a reasonable repentative and diverse national sample; and

(iii) is intended to assess an applicant's education, training, and experience for the purpose of public protection;

(4) issue licenses to individuals qualified under sections 148&868748.908148.909, 14815, and 148.916
according to the procedures for licensing in Minnesota Rules;

(5) issue copies of the rules for licensing to all applicants;
(6) establish and maintain annually a register of current licenses;
(7) establish and collect fees for tisgsuance and renewal of licenses and other services by the Ir@ssi shall

be set to defray the cost of administering the provisions of sections 148.88 to 148.98 including costs for applications,
examinations, enforcement, materials, and the operaticthe board;

(8) educate the publ&beutonthe requirements fdicensing-of psychologists-and-of psychological-practitioners
licenses issued by the boamddabeutonthe rules of condugte;
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(9) enable the public to file complaints against applisant licensees who may have violated the Psychology
Practice Actand

{9) (10) adopt and implement requirements for continuing educadiot

(11) establish or approve programs that qualify for professional psychology continuing educationalTdredit
board may hire consultants, agencies, or professional psychological associations to establish and approve continuing
education courses.

Sec.12. Minnesota Statutes 2016, section 148.907, subdivision 1, is amended to read:

Subdivision 1 Effective date After-August-1,-1991No person shall engage in the independent practice of
psychology unless that person is licensed as a licensed psychotdgiskempt under section 148.9075

Sec.13. Minnesota Statutes 2016, section 148.907, subdivisionaénded to read:

Subd.2. Requirements for licensure as licensed psychologisTo become licensed by the board as a licensed
psychologist, an applicant shall comply with the following requirements:

(1) pass an examination in psychology;

(2) pass a prfessional responsibility examination on the practice of psychology;

(3) pass any other examinations as required by board rules;

(4) pay nonrefundable fees to the board for applications, processing, testing, renewals, and materials;

(5) haveattained the age of majority, be of good moral character, and have no unresolved disciplinary action or
complaints pending in the state of Minnesota or any other jurisdiction;

(6) haveearned a doctoral degree with a major in psychology from a regi@aligdited educational institution
meeting the standards the board has established by rule; and

(7) havecompleted at least one full year or the equivalent in part time of postdoctoral supervised psychological
employmentin no less than 12 months and more than 60 monthslf the postdoctoral supervised psychological
employment goes beyond 60 months, the board may grant a variance to this requirement

Sec.14. [148.9075] EXEMPTIONS TO LICENSE REQUIREMENT.

Subdivision 1 General. (a) Nothing in sedbns 148.88 to 148.98 shall prevent members of other professions or
occupations from performing functions for which they are competent and properly authorized . byTlaewv
following individuals are exempt from the licensure requirements of the MinnesgthdRsgy Practice Act,
provided they operate in compliance with the stated exemption:

(1) individuals licensed by a healtblated licensing board as defined under section 214.01, subdivision 2, or by
the commissioner of health;

(2) individuals authorizg# as mental health practitioners as defined under section 245.462, subdivision 17; and

(3) individuals authorized as mental health professionals under section 245.462, subdivision 18.
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(b) Any of these individuals must not hold themselves out to the phpliany title or description stating or
implying they are licensed to engage in the practice of psychology unless they are licensed under sections 148.88 to
148.98 or are using a title in compliance with section 148.96.

Subd.2. Business or industrial olganization. Nothing in sections 148.88 to 148.98 shall prevent the use of
psychological techniques by a business or industrial organization for its own personnel purposes or by an
employment agency or state vocational rehabilitation agency for the évalwhtthe agency's clients prior to a
recommendation for employmenHowever, a representative of an industrial or business firm or corporation may
not sell, offer, or provide psychological services as specified in section 148.89, unless the serpedsrared or
supervised by an individual licensed under sections 148.88 to 148.98.

Subd.3. School psychologist (a) Nothing in sections 148.88 to 148.98 shall be construed to prevent a person
who holds a license or certificate issued by the StatedBofafeaching in accordance with chapters 122A and 129
from practicing school psychology within the scope of employment if authorized by a board of education or by a
private school that meets the standards prescribed by the State Board of Teaching,psadtiming as a school
psychologist within the scope of employment in a program for children with disabilities.

(b) Any person exempted under this subdivision shall not offer psychological services to any other individual,
organization, or group for remaration, monetary or otherwise, unless the person is licensed by the Board of
Psychology under sections 148.88 to 148.98.

Subd.4. Clergy or religious officials. Nothing in sections 148.88 to 148.98 shall be construed to prevent
recognized religious €tials, including ministers, priests, rabbis, imams, Christian Science practitioners, and other
persons recognized by the board, from conducting counseling activities that are within the scope of the performance
of their reqular recognizable religious @emnation or sect, as defined in current federal tax regulations, if the
religious official does not refer to the official's self as a psychologist and the official remains accountable to the
established authority of the religious denomination or sect.

Subd.5. Teaching and research Nothing in sections 148.88 to 148.98 shall be construed to prevent a person
employed in a secondary, postsecondary, or graduate institution from teaching and conducting research in
psychology within an educational institrn that is recognized by a regional accrediting organization or by a federal,
state, county, or local government institution, agency, or research facility, so long as:

(1) the institution, agency, or facility provides appropriate oversight mechanismsure public protections; and

(2) the person is not providing direct clinical services to a client or clients as defined in sections 148.88 to 148.98.

Subd.6. Psychologist in disaster or emergency reliefNothing in sections 148.88 to 148.98 shallcbestrued
to prevent a psychologist sent to this state for the sole purpose of responding to a disaster or emergency relief effort
of the state government, the federal government, the American Red Cross, or other disaster or emergency relief
organizationas long as the psychologist is not practicing in Minnesota longer than 30 days and the sponsoring
organization can certify the psychologist's assignment to this skaeeboard or its designee, at its discretion, may
grant an extension to the-8i@dy timelimitation of this subdivision.

Subd.7. Psychological consultant A license under sections 148.88 to 148.98 is not required by a nonresident
of the state, serving as an expert witness, organizational consultant, presenter, or educator on a lisited bas
provided the person is appropriately trained, educated, or has been issued a license, certificate, or registration by
another jurisdiction.
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Subd.8. Students Nothing in sections 148.88 to 148.98 shall prohibit the practice of psychology under
qualified supervision by a practicum psychology student, a predoctoral psychology intern, or an individual who has
earned a doctoral degree in psychology and is in the process of completing their postdoctoral supervised
psychological employment A student traine or intern shall use the titles as required under section 148.96,
subdivision 3.

Subd.9. Other professions Nothing in sections 148.88 to 148.98 shall be construed to authorize a person
licensed under sections 148.88 to 148.98 to engage in the prataay profession requlated under Minnesota law,
unless the individual is duly licensed or registered in that profession.

Sec.15. [148.9077] RELICENSURE.

A former licensee may apply to the board for licensure after complying with all laws andeaigsed for
applicants for licensure that were in effect on the date the initial Minnesota license was. gréngedormer
licensee must verify to the board that the former licensee has not engaged in the practice of psychology in this state
since the lat date of active licensure, except as permitted under statutory licensure exemption, and must submit a
fee for relicensure.

Sec.16. Minnesota Statutes 2016, section 148.9105, subdivision 1, is amended to read:

Subdivision 1 Application. Retired preiders who are licensed or were formerly licensed to practice
psychology in the state according to the Minnesota Psychology Practice Act may apply to the board for psychologist

emeritus registratioprpsychological-practitioneremeritusregistratibthey declare that they are retired from the

practice of psychology in Minnesota, have not been the subject of disciplinary action in any jurisdiction, and have
no unresolved complaints in any jurisdictioRetired providers shall complete the necessary $qurovided by the
board and pay a onetime, nonrefundable fee of $150 at the time of application.

Sec.17. Minnesota Statutes 2016, section 148.9105, subdivision 4, is amended to read:

Subd.4. Documentation of status A provider granted emeritus registion shall receive a document
certifying that emeritus status has been granted by the board and that the registrant has completed the registrant's
active career as a psychologistpsychological-practitiondicensed in good standing with the board.

Sec.18. Minnesota Statutes 2016, section 148.9105, subdivision 5, is amended to read:

Subd.5. Representation to public In addition to the descriptions allowed in section 148.96, subdivision 3,
paragraph (e), former licensees who have been grantestitesnregistration may represent themselves as

"psychologist emeritus'br—psychological-practitioner—emeritusput shall not represent themselves or allow

themselves to be represented to the public as "licensed" or otherwise as current licensdemaf.the

Sec.19. Minnesota Statutes 2016, section 148.916, subdivision 1, is amended to read:

Subdivision 1 Generally. ¥ (a) A nonresident of the state of Minnesoteho is not seeking licensure in this
state and who has been issued a license, fazate, or registration by another jurisdiction to practice psychoé&gy
the-doctoralHevel-wisheand who intend#o practice in Minnesota for more thaeven-calendd0 days-the-persen
shall apply to the board for guest licensys®vided-that The psychologist's practice in Minnesota is limited to no more
than nine consecutive months per calendar year. Application under this section shall be made no less thanmo80 days
to the expected date of practice in Minnesota and shall be subjappltoval by the board or its deS|gne‘éhe
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(b) To be eligible for licensure under this section, the applicant must:

(1) have a license, dification, or registration to practice psychology from another jurisdiction;

(2) have a doctoral degree in psychology from a regionally accredited institution;

(3) be of good moral character;

(4) have no pending complaints or active disciplinary oremive actions in any jurisdiction;

(5) pass a professional responsibility examination designated by the board; and

(6) pay a fee to the board.

Sec.20. Minnesota Statutes 2016, section 148.916, subdivision 1a, is amended to read:

Subd.1a Applicants for licensure. (a) An applicant who is seeking licensure in this state, and who, at the time
of application, is licensed, certified, or registered to practice psychology in another jurisdiction at the doctoral level
may apply to the board for guestdinsure in order to begin practicing psychology in this state while their
application is being processed if the applicant is of good moral character and has no complaints, corrective, or
disciplinary action pending in any jurisdiction.

(b) Application unetr thisseetionsubdivisionshall be made no less than 30 days prior to the expected date of
practice in this state, and must be made concurrently or after submission of an application for licensure as a licensed
psychologistif applicable Applications under thisseetiensubdivisionare subject to approval by the board or its
designee The board shall charge a fee for guest licensure under this subdivision.

ubdivision.

(c) A guest license issued under this subdivision shall be valid for one year from the date of issuance, or until the
board has either issued a license or has denied the applicant's application for licensure, whichever Sezstier
licenses issued undehi$ sectionsubdivisionmay be renewed annually until the board has denied the applicant's
application for licensure.

Sec.21. Minnesota Statutes 2016, section 148.925, is amended to read:

148.925 SUPERVISION.

Subdivision 1 Supervision For the purpose of meeting the requirementgshig—sectionthe Minnesota
Psvcholoqv Practlce A,cisuperV|S|on means documentedperson consultane%eh-may-melude-m%emenve

er—éZ—)—athat employs a collaboratlve relatlonshlp that has both faC|I|tat|ve and evaluatlve components with the goal
of enhancing the professional competence and science, and prafctioged professional workf the supervisee
Supervision may include telesupervision betwpemary or designategupervisorsupervisorandan-applicantfor
licensure-as—a-tlicensed-psycheolodlst supervisee The supervision shall be adequate to assure the quality and

competace of the activities supervisedSupervisory consultation shall include discussions on the nature and
content of the practice of the supervisee, including, but not limited to, a review of a representative sample of
psychological services in the supergsepractice.
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Subd.2. Postdegree supervisedpsychological employment  Postdegree supervisegsychological
employment means required paid or volunteer work experience and postdegree training of an individual seeking to
be licensed as a licensed psych@bthat involves the professional oversight by a primary supervisor and satisfies
the supervision requirementssabdivisions-3-and the Minnesota Psychology Practice Act

Subd.3. Ind|V|duaIs quaI|f|ed to provide superV|S|on (a)%upemslen—ef—a—meer—s—level—appman{—for

{b) Supervision oB-decteraHevebn applicant for licensure as a licensed psychologist shall be provided by an
individual:

(1) who is apsychologist licensed in Minnesota with a doctoral degree and competence both in supervision in
the practice of psychology and in the activities being supervised;

(2) who has a doctoral degree with a major in psychology, who is employed by a regexalkyited
educational institution or is employed by a federal, state, county, or local government institution, agency, or research
facility, and who has competence both in supervision in the practice of psychology and in the activities being
supervised, mvided the supervision is being provided and the activities being supervised occur within that
regionally accredited educational institution or federal, state, county, or local government institution, agency, or
research facility;

(3) who is licensed ocertified as a psychologist in another jurisdiction and who has competence both in
supervision in the practice of psychology and in the activities being supervised;

(4) who is a psychologist licensed in Minnesota who was licensed before August 1, 1hmpetence both
in supervision in the practice of psychology and in the activities being supervised; or

(5) who, in the case of a designated supervisor, is a master's or doctorally prepared mental health professional.

S%MS@%MMM%WWWQ—WMSMWHMM

be at least
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Subd.5. Supervisory consultation for an applicant for licensure as a licensed psychologisBuperision of
an applicant for licensure as a licensed psychologist shall include at least two hours of regularly schpdtded in
consultations per week for fufime employment, one hour of which shall be with the supervisor on an individual
basis The remaining hour may be with a designated supervigdre board may approve an exception to the weekly
supervision requirement for a week when the supervisor was ill or otherwise unable to provide supefvigion
board may prorate the two hours per weekugfervision for individuals preparing for licensure on a-piar¢ basis
Supervised psychological employment does not qualify for licensure when the supervisory consultation is not
adequate as described in subdivision 1, or in the board rules.

Subd.6. Supervisee duties Hdividuals Applicantspreparing for licensure as a licensed psychologist during
their postdegree supervisgdychologicalemployment may perform as part of their training &myctionsof the
servicesspecified in section 148.89, subidion 5, but only under qualified supervision.

, 4 of-supervised
bdivisio i ionfor licensure
he ervisi ' division 4 or 5 if
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a change of
ither
itled-to seek

Sec.22. Minnesota Stattes 2016, section 148.96, subdivision 3, is amended to read:

Subd.3. Requirements for representations to public (a) Unless licensed under sections 148.88 to 148.98,
except as provided in paragraphs (b) through (e), persons shall not representvdgeorseérmit themselves to be
represented to the public by:

(1) using any title or description of services incorporating the words "psychology,” "
"psychological practitioner," or "psychologist"; or

psychological,"

(2) representing that the person hagezkqualifications in an area of psychology.

(b) Psychologically trained individuals who are employed by an educational institution recognized by a regional
accrediting organization, by a federal, state, county, or local government institution, agereseasch facility,
may represent themselves by the title designated by that organization provided that the title does not indicate that the
individual is credentialed by the board.

(c) A psychologically trained individual from an institution describegaragraph (b) may offer lecture services
and is exempt from the provisions of this section.

(d) A person who is preparing for the practice of psychology under supervision in accordance with board statutes
and rules may be designated as a "psychologitatn," "psychology fellow,"™psychological trainee," or by other
terms clearly describing the person's training status.

(e) Former licensees who are completely retired from the practice of psychology may represent themselves using
the descriptions in pagraph (a), clauses (1) and (2), but shall not represent themselves or allow themselves to be
represented as current licensees of the board.

on licensed

Sec.23. Minnesota Statutes 2016, section 148B.53, subdivision 1, is amended to read:

Subdivision 1 General requirements (a) To be licensed as a licensed professional counselor (LPC), an
applicant must prade evidence satisfactory to the board that the applicant:

(1) is at least 18 years of age;
(2) is of good moral character;
(3) has completed a master's or doctoral degree program in counseling or a related field, as determined by the

board based on theiteria in paragraph (b), that includes a minimum of 48 semester hours or 72 quarter hours and a
supervised field experience of not fewer than 700 hours that is counseling in nature;
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(4) has submitted to the board a plan for supervision during th& fa80 hours of professional practice or has
submitted proof of supervised professional practice that is acceptable to the board; and

(5) has demonstrated competence in professional counseling by passing the National Counseling Exam (NCE)
administered byhe National Board for Certified Counselohsc. (NBCC) or an equivalent national examination as
determined by the board, and ethical, oral, and situational examinations if prescribed by the board.

(b) The degree described in paragraph (a), clause (3t lbeufrom a counseling program recognized by the
Council for Accreditation of Counseling and Related Education Programs (CACREP) or from an institution of
higher education that is accredited by a regional accrediting organization recognized by the fGpudfigther
Education Accreditation (CHEA)Specific academic course content and training must include course work in each
of the following subject areas:

(1) the helping relationship, including counseling theory and practice;

(2) human growth andevelopment;

(3) lifestyle and career development;

(4) group dynamics, processes, counseling, and consulting;

(5) assessment and appraisal;

(6) social and cultural foundations, including multicultural issues;

(7) principles of etiology, treatmenplanning, and prevention of mental and emotional disorders and
dysfunctional behavior;

(8) family counseling and therapy;
(9) research and evaluation; and

(10) professional counseling orientation and ethics.

{éh (c) To be licensed as a professiboaunselor, a Minnesota licensed psychologist need only show evidence of
licensure from the Minnesota Board of Psychology and is not required to comply with paragraph (a) or (b).

Sec.24. Minnesota Statutes 2016, section 150A.06, subdivision 3, is addadead:

Subd.3. Waiver of examination. (a) All or any part of the examination for dentistsdental therapistglental
hygienists,or dental assistantexcept that pertaining to the law of Minnesota relating to dentistry and the rules of
the boad, may, at the discretion of the board, be waived for an applicant who presents a certificate of having passed
all components of the National Board Dental Examinations or evidence of havmg maintained an adequate scholastic
standing as determined by thead-i hygienists
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(b) The board shall waive the clinical examination required for licensure for any dentist applicant who is a
graduate of a dental school accredited by the Commissiddeatal Accreditation, who has passed all components
of the National Board Dental Examinations, and who has satisfactorily completed a Mirreessdapostdoctoral
general dentistry residency program (GPR) or an advanced education in general dentiGDy ph&gram after
January 1, 2004The postdoctoral program must be accredited by the Commission on Dental Accreditation, be of at
least one year's duration, and include an outcome assessment evaluation assessing the resident's competence to
practice dernstry. The board may require the applicant to submit any information deemed necessary by the board to
determine whether the waiver is applicable.

Sec.25. Minnesota Statutes 2016, section 150A.06, subdivision 8, is amended to read:

Subd.8. Licensure by credentials (a) Any dental assistant may, upon application and payment of a fee
established by the board, apply for licensure based on an evaluation of the applicant's education, experience, and
performance record in lieu of completing a beapprovel dental assisting program for expanded functions as
defined in rule, and may be interviewed by the board to determine if the applicant:

(1) has graduated from an accredited dental assisting program accredited by the Commission on Dental
Accreditatiog-or andis currently certified by the Dental Assisting National Board;

(2) is not subject to any pending or final disciplinary action in another state or Canadian province, or if not
currently certified or registered, previously had a certification or magjish in another state or Canadian province in
good standing that was not subject to any final or pending disciplinary action at the time of surrender;

(3) is of good moral character and abides by professional ethical conduct requirements;

(4) at boarddiscretion, has passed a boeapproved English proficiency test if English is not the applicant's
primary language; and

(5) has met all expanded functions curriculum equivalency requirements of a Minnesotafjmarckd dental
assisting program.

(b) The board, at its discretion, may waive specific licensure requirements in paragraph (a).

(c) An applicant who fulfills the conditions of this subdivision and demonstrates the minimum knowledge in
dental subjects required for licensure under subdivistom@st be licensed to practice the applicant's profession.

(d) If the applicant does not demonstrate the minimum knowledge in dental subjects required for licensure under
subdivision 2a, the application must be deniéfilicensure is denied, the boardagnnotify the applicant of any
specific remedy that the applicant could take which, when passed, would qualify the applicant for licénsure
denial does not prohibit the applicant from applying for licensure under subdivision 2a.

(e) A candidate whoseppglication has been denied may appeal the decision to the board according to subdivision 4a

Sec.26. Minnesota Statutes 2016, section 150A.10, subdivision 4, is amended to read:

Subd.4. Restorative procedures (a) Notwithstanding subdivisions 1, Jand 2, a licensed dental hygienist or
licensed dental assistant may perform the following restorative procedures:

(1) place, contour, and adjust amalgam restorations;

(2) place, contour, and adjust glass ionomer;



38TH DAY] FRIDAY, MARCH 31,2017 3571

(3) adapt and cement stainless steeivns;and

he-margins are

{5) (4) place, contour, and adjust cldssl, andelassV supragingival composite restorations imary teeth
and permanent dentition

(b) The restorative procedures described in paragraph (a) may be performed only if:

(1) the licensed dental hygienist or licensed dental assistant has completed -appoaveéd course on the
specific procedures;

(2) the boareapproved course includes a component that sufficiently prepares the licensed dental hygienist or
licensed dental assistant to adjust the occlusion on the newly placed restoration;

(3) a licensed dentist or licensed advanced dental theragistuthorized the procedure to be performed; and

(4) a licensed dentist or licensed advanced dental therapist is available in the clinic while the procedure is being
performed.

(c) The dental faculty who teaches the educators of the {faggmebved coursespecified in paragraph (b) must
have prior experience teaching these procedures in an accredited dental education program.

Sec.27. [181.987] HEALTH CARE PRACTITIONER RESTRICTIVE COVENANTS VOID.

Subdivision 1 Health care practitioner. For thepurposes of this section, "health care practitioner" means a
physician licensed under chapter 147, a physician assistant licensed under chapter 147A and acting within the
authorized scope of practice, or an advanced practice registered nurse licenssdaiimier 148.171 to 148.285.

Subd.2. Health care practitioner restrictive covenants Any contract by which a health care practitioner is
restrained from engaging in a lawful profession, trade, or business of any kind, within Wabasha County, is to that
extent void and unenforceable.

EFFECTIVE DATE . This section is effective the day following final enactment and applies to a contract in
effect on, or entered into on or after, that date.

Sec.28. REVISOR'S INSTRUCTION.

The revisor of statutes shalhange the headnote of Minnesota Statutes, section 147.0375, to read "LICENSURE
OF EMINENT PHYSICIANS"

EFFECTIVE DATE . This section is effective the day following final enactment.

Sec.29. REPEALER.

Minnesota Statutes 2016, sections 147.0375, sigidivi7; 148.211, subdivision 1b; 148.243, subdivision 15;
148.906; 148.907, subdivision 5; 148.908; 148.909, subdivision 7; and 148.96, subdivisions drandgealed.

EFFECTIVE DATE . This section is effective the day following final enactment.
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ARTICLE 6
CHEMICAL AND MENTAL HEALTH

Section 1 Minnesota Statutes 2016, section 245.462, subdivision 9, is amended to read:

Subd9 D|agnost|c assessment (_) "Dlagnost|c assessment” meanswatten—summapy—ef—the—hlstery,

i fagnostic,
in-developing
standard extended or bnef diagnostic
assessment or an aduIt update and has the meaning given in Minnesota Rules, part 9505.0370, subpart 11, and is
delivered as provided in Minnesota Rules, part 9505.0372, subpart 1, items A, B, C, and E

(b) A brief diagnostic assessment must include a-fadace interview with the client and a written evaluation
of the client by a mental health professional or a clinical trainee, as provided in Minnesota Rules, part 9505.0371,
subpart 5, item C The pofessional or clinical trainee must gather initial components of a standard diagnostic
assessment, including the client's:

(1) age;

(2) description of symptoms, including reason for referral;

(3) history of mental health treatment;

(4) culturalinfluences and their impact on the client; and

(5) mental status examination.

(c) On the basis of the brief components, the professional or clinical trainee must draw a provisional clinical
hypothesis The clinical hypothesis may be used to addresslibet's imnmediate needs or presenting problem.

(d) Treatment sessions conducted under authorization of a brief assessment may be used to gather additional
information necessary to complete a standard diagnostic assessment or an extended diagnoséntassess

(e) Notwithstanding Minnesota Rules, part 9505.0371, subpart 2, item A, subitem (1), unit (b), prior to
completion of a client's initial diagnostic assessment, a client is eligible for psychological testing as part of the
diagnostic process.

(f)_Notwithstanding Minnesota Rules, part 9505.0371, subpart 2, item A, subitem (1), unit (c), prior to
completion of a client's initial diagnostic assessment, but in conjunction with the diagnostic assessment process, a
client is eligible for up to three indiduial or family psychotherapy sessions or family psychoeducation sessions or a
combination of the above sessions not to exceed three.

(a) Notwithstanding Minnesota Rules, part 9505.0371, subpart 2, item B, subitem (3), unit (a), a brief diagnostic
assessnt@ may be used for a client's family who requires a language interpreter to participate in the assessment.

Sec.2. Minnesota Statutes 2016, section 245.4871, is amended by adding a subdivision to read:

Subd.1la Diagnostic assessment(a) "Diagnosticassessment” means a standard, extended, or brief diagnostic
assessment, or an adult update, and has the meaning given in Minnesota Rules, part 9505.0370, subpart 11, and is
delivered as provided in Minnesota Rules, part 9505.0372, subpart 1, items Aaridl E.
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(b) A brief diagnostic assessment must include a-fadace interview with the client and a written evaluation
of the client by a mental health professional or a clinical trainee, as provided in Minnesota Rules, part 9505.0371,
subpart 5, item C The professional or clinical trainee must gather initial components of a standard diagnostic
assessment, including the client's:

(1) age;

(2) description of symptoms, including reason for referral;

(3) history of mental health treatment;

(4) cultural influences and their impact on the client; and

(5) mental status examination.

(c) On the basis of the brief components, the professional or clinical trainee must draw a provisional clinical
hypothesis The clinical hypothesis may be used to g the client's immediate needs or presenting problem.

(d) Treatment sessions conducted under authorization of a brief assessment may be used to gather additional
information necessary to complete a standard diagnostic assessment or an extendeit dissgsmnent.

(e) Notwithstanding Minnesota Rules, part 9505.0371, subpart 2, item A, subitem (1), unit (b), prior to
completion of a client's initial diagnostic assessment, a client is eligible for psychological testing as part of the
diagnostic process

() _Notwithstanding Minnesota Rules, part 9505.0371, subpart 2, item A, subitem (1), unit (c), prior to
completion of a client's initial diagnostic assessment, but in conjunction with the diagnostic assessment process, a
client is eligible for up to the individual or family psychotherapy sessions or family psychoeducation sessions or a
combination of the above sessions not to exceed three.

(g) Notwithstanding Minnesota Rules, part 9505.0371, subpart 2, item B, subitem (3), unit (a), a brief diagnostic
assessment may be used for a client's family who requires a language interpreter to participate in the assessment.

Sec.3. Minnesota Statutes 2016, section 245.4876, subdivision 2, is amended to read:

Subd.2. Diagnostic assessmentAll residential teatment facilities and acute care hospital inpatient treatment
facilities that provide mental health services for children must complete a diagnostic assessment for each of their
child clients within five working days of admissiofProviders ofoutpatiet-andday treatment services for children
must complete a diagnostic assessment within five days after the child's second visit or 30 days after intake,
whichever occurs firstin cases where a diagnostic assessment is available and has been cawiplietd@0 days
preceding admission, only updating is necessatypdating” means a written summary by a mental health
professional of the child's current mental health status and service niédtle child's mental health status has
changed markedly ste the child's most recent diagnostic assessment, a new diagnostic assessment is required
Compliance with the provisions of this subdivision does not ensure eligibility for medical assistance reimbursement
under chapter 256B.
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Sec.4. Minnesota Statute®016, section 245A.03, subdivision 2, is amended to read:

Subd.2. Exclusion from licensure (a) This chapter does not apply to:

(1) residential or nonresidential programs that are provided to a person by an individual who is related unless the
residential program is a child foster care placement made by a local sociateseragency or a licensed
child-placing agency, except as provided in subdivision 2a;

(2) nonresidential programs that are provided by an unrelated individual to personssfrayie aelated family;

(3) residential or nonresidential programs that are provided to adults who do not abuse chemicals or who do not
have a chemical dependency, a mental illness, a developmental disability, a functional impairment, or a physical

disabiity;

(4) sheltered workshops or work activity programs that are certified by the commissioner of employment and
economic development;

(5) programs operated by a public school for children 33 months or older;
(6) nonresidential programs primarily for hien that provide care or supervision for periods of less than three
hours a day while the child's parent or legal guardian is in the same building as the nonresidential program or present

within another building that is directly contiguous to the bugdimwhich the nonresidential program is located;

(7) nursing homes or hospitals licensed by the commissioner of health except as specified under section
245A.02;

(8) board and lodge facilities licensed by the commissioner of health that do not prioldidlents residential
services under Minnesota Rules, chapter 2960, mental health or chemical dependency treatment;

(9) homes providing programs for persons placed by a county or a licensed agency for legal adoption, unless the
adoption is not completeditlin two years;

(10) programs licensed by the commissioner of corrections;

(11) recreation programs for children or adults that are operated or approved by a park and recreation board
whose primary purpose is to provide social and recreational adjvitie

(12) programs operated by a school as defined in section 120A.22, subdivision 4; YMCA as defined in section
315.44; YWCA as defined in section 315.44; or JCC as defined in section 315.51, whose primary purpose is to
provide child care or services toheolage children;

(13) Head Start nonresidential programs which operate for less than 45 days in each calendar year;

(14) noncertified boarding care homes unless they provide services for five or more persons whose primary
diagnosis is mental illness ardevelopmental disability;

(15) programs for children such as scouting, boys clubs, girls clubs, and sports and art programs, and
nonresidential programs for children provided for a cumulative total of less than 30 days irraagthZeriod;

(16) residential programs for persons with mental iliness, that are located in hospitals;
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(17) the religious instruction of scheage children; Sabbath or Sunday schools; or the congregate care of
children by a church, congregation, or religious society duttiegperiod used by the church, congregation, or
religious society for its regular worship;

(18) camps licensed by the commissioner of health under Minnesota Rules, chapter 4630;
(19) mental health outpatient services for adults with mental illnessldreshwith emotional disturbance;

(20) residential programs serving schagke children whose sole purpose is cultural or educational exchange,
until the commissioner adopts appropriate rules;

(21) community support services programs as defined inose2t5.462, subdivision 6, and family community
support services as defined in section 245.4871, subdivision 17;

(22) the placement of a child by a birth parent or legal guardian in a preadoptive home for purposes of adoption
as authorized by section 289;

(23) settings registered under chapter 144D which provide home care services licensed by the commissioner of
health to fewer than seven adults;

(24) chemical dependency or substance abuse treatment activities of licensed professionals in ptivatasprac

defined in Minnesota Rules, part 9530.6405, subpastwlken-the-treatmentactivities—are—not-paid-for-by the
consolidated-chemical-dependeney-treatment;fund

(25) consumedirected community support service funded under the Medicaid waiver fsomse with
developmental disabilities when the individual who provided the service is:

(i) the same individual who is the direct payee of these specific waiver funds or paid by a fiscal agent, fiscal
intermediary, or employer of record; and

(ii) not othewise under the control of a residential or nonresidential program that is required to be licensed under
this chapter when providing the service;

(26) a program serving only children who are age 33 months or older, that is operated by a honpublioschool,
no more than four hours per day per child, with no more than 20 children at any one time, and that is accredited by:

() an accrediting agency that is formally recognized by the commissioner of education as a nonpublic school
accrediting organizatiorgr

(i) an accrediting agency that requires background studies and that receives and investigates complaints about
the services provided.

A program that asserts its exemption from licensure under item (ii) shall, upon request from the commissioner,
provide the commissioner with documentation from the accrediting agency that vettii@sthe accreditation is
current; that the accrediting agency investigates complaints about services; and that the accrediting agency's
standards require background studies on all people providing direct contact sewvices;

(27) a program operated bynanprofit organization incorporated in Minnesota or another state that serves youth
in kindergarten through grade 12; provides structured, supervised youth development activities; and has learning
opportunities take place before or after school, on weekerdduring the summer or other seasonal breaks in the
school calendarA program exempt under this clause is not eligible for child care assistance under chaptei 119B
program exempt under this clause must:
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(i) have a director or supervisor on sithavis responsible for overseeing written policies relating to the
management and control of the daily activities of the program, ensuring the health and safety of program
participants, and supervising staff and volunteers;

(ii) have obtained written consefrom a parent or legal guardian for each youth participating in activities at the
site; and

(iii) have provided written notice to a parent or legal guardian for each youth at the site that the program is not
licensed or supervised by the state of Mgota and is not eligible to receive child care assistance payments

(28) a county that is an eligible vendor under section 254B.05 to provide care coordination and comprehensive
assessment services; or

(29) a recovery community organization that is digilde vendor under section 254B.05 to provide peer
recovery support services.

(b) For purposes of paragraph (a), clause (6), a building is directly contiguous to a building in which a
nonresidential program is located if it shares a common wall witbuhéing in which the nonresidential program
is located or is attached to that building by skyway, tunnel, atrium, or common roof.

(c) Except for the home and communitggsed services identified in section 245D.03, subdivision 1, nothing in
this chaptershall be construed to require licensure for any services provided and funded according to an approved
federal waiver plan where licensure is specifically identified as not being a condition for the services and funding.

Sec.5. Minnesota Statutes 201&ion 245A.191, is amended to read:

245A.191 PROVIDER ELIGIBILITY FOR PAYMENTS FROM THE CHEMICAL DEPENDENCY
CONSOLIDATED TREATMENT FUND.

(a) When a chemical dependency treatment provider licensed under Minnesota Rules, parts 2960.0430 to
2960.0490 or 9530.6405 to 9530.6505, agrees to meet the applicable requirements under section 254B.05,
subdivision 5, paragraphs (b), clauses (1§480(8) and{&) (10), (c), and (e), to be eligible for enhanced funding
from the chemical dependency consolidated treatment fund, the applicable requirements under section 254B.05 are
also licensing requirements that may be monitored for compliance throughidigenvestigations and licensing
inspections.

(b) Noncompliance with the requirements identified under paragraph (a) may result in:

(1) a correction order or a conditional license under section 245A.06, or sanctions under section 245A.07;

(2) nonpaymetof claims submitted by the license holder for public program reimbursement;

(3) recovery of payments made for the service;

(4) disenroliment in the public payment program; or

(5) other administrative, civil, or criminal penalties as provided by law.
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Sec.6. Minnesota Statutes 2016, section 254A.03, subdivision 3, is amended to read:

Subd.3. Rules for chemical dependency care(a) The commissioner of human services shall establish by rule
criteria to be used in determining the appropriate levathefmical dependency care for each recipient of public
assistance seeking treatment for alcohol or other drug dependency and abuse problems.

(b) Notwithstanding the criteria in Minnesota Rules, parts 9530.6600 to 9530.6655, upon federal approval of
comprekensive assessment as a Medicaid benefit, an eligible vendor of comprehensive assessments under section
254A.19 may determine and approve the appropriate level of substance use disorder treatment for a recipient of
public assistance who is seeking treatmefhe commissioner shall develop and implement a utilization review
process for publicly funded treatment placements to monitor and review the clinical appropriateness and timeliness
of all publicly funded placements in treatment.

(c) The process for detmining an individual's financial eligibility for the consolidated chemical dependency
treatment fund or determining an individual's enrollment in or eligibility for a publicly subsidized health plan is not
affected by the individual's choice to acces®mprehensive assessment by a vendor for approval of treatment.

Sec.7. Minnesota Statutes 2016, section 254A.08, subdivision 2, is amended to read:

Subd.2. Program requirements. For the purpose of this section, a detoxification program means a social
rehabilitation progranticensed by the commissioner under Minnesota Rules, parts 9530.6510 to 9530.6590, and
established for the purpose of facilitating access into care and trediyndatoxifying and evaluating the person
and providing entrance into a comprehensive progr&waluation of the person shall include verification by a
professional, after preliminary examination, that the person is intoxicated or has symptoms of adhemeicdéncy
and appears to be in imminent danger of harming self or otiledetoxification program shall have available the
services of a licensed physician for medical emergencies and routine medical surveillrdetoxification
program licensed byhe Department of Human Services to serve both adults and minors at the same site must
provide for separate sleeping areas for adults and minors.

Sec.8. Minnesota Statutes 2016, section 254B.01, is amended by adding a subdivision to read:

Subd.8. Rewmvery community organization "Recovery community organization" means an independent
organization led and governed by representatives of local communities of recofergcovery community
organization mobilizes resources within and outside of the rega@mmunity to increase the prevalence and
quality of longterm recovery from alcohol and other drug addictid®ecovery community organizations provide
peerbased recovery support activities such as training of recovery. pg&sovery community orgarations
provide mentorship and ongoing support to individuals dealing with a substance use disorder and connect the
individuals with resources that can support each individual's recov&rmecovery community organization also
promotes a recoveifpcused orientation in_community education _and outreach programming and organizes
recoveryfocused policy advocacy activities to foster healthy communities and reduce the stigma of substance use
disorders.

Sec.9. Minnesota Statutes 2016, section 254B.03, su&idiv 2, is amended to read:

Subd.2. Chemical dependency fund payment (a) Payment from the chemical dependency fund is limited to
payments for services other than detoxificategrvices licensed under Minnesota Rules, parts 9530.6405 to
9530.6505 that, if located outside of federally recognized tribal lands, would be required to be licensed by the
commissioner as a chemical dependency treatment or rehabilitation program under sections 245A.01 to 245A.16,
and services other than detoxification prodde another state that would be required to be licensed as a chemical
dependency program if the program were in the si@ig of state vendors must also provide the commissioner with
assurances that the program complies substantially with state ligeeginirements and possesses all licenses and
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certifications required by the host state to provide chemical dependency trealirespt for chemical dependency
transitional rehabilitation programs, vendors receiving payments from the chemical depefuteheyust not

require cepayment from a recipient of benefits for services provided under this subdiviBiapment from the
chemical dependency fund shall be made for necessary room and board costs provided by vendors certified
according to section 25485, or in a community hospital licensed by the commissioner of health according to
sections 144.50 to 144.56 to a client who is:

(1) determined to meet the criteria for placement in a residential chemical dependency treatment program
according to rules aghted under section 254A.03, subdivision 3; and

(2) concurrently receiving a chemical dependency treatment service in a program licensed by the commissioner
and reimbursed by the chemical dependency fund.

(b) A county may, from its own resources, provatemical dependency services for which state payments are
not made A county may elect to use the same invoice procedures and obtain the same state payment services as are
used for chemical dependency services for which state payments are made uiséetitisf county payments are
made to the state in advance of state payments to venddren a county uses the state system for payment, the
commissioner shall make monthly billings to the county using the most recent available information to determine
the anticipated services for which payments will be made in the coming madphstment of any overestimate or
underestimate based on actual expenditures shall be made by the state agency by adjusting the estimate for any
succeeding month.

(c) The comrissioner shall coordinate chemical dependency services and determine whether there is a need for
any proposed expansion of chemical dependency treatment servides commissioner shall deny vendor
certification to any provider that has not received péapproval from the commissioner for the creation of new
programs or the expansion of existing program capadityee commissioner shall consider the provider's capacity to
obtain clients from outside the state based on plans, agreements, and previai®nthistory, when determining
the need for new treatment services.

Sec.10. Minnesota Statutes 2016, section 254B.05, subdivision 1, is amended to read:

Subdivision 1 Licensure required. (a) Programs licensed by the commissioner are eligible vendttspitals
may apply for and receive licenses to be eligible vendors, notwithstanding the provisions of section.245A.03
American Indian programs that provide chemical dependency primary trgatedended care, transitional
residence, or outpatient treatment services, and are licensed by tribal government are eligible vendors
Detoxification programs are not eligible vendor®rograms that are not licensed as a chemical dependency
residentialor nonresidential treatment program by the commissioner or by tribal government or do not meet the
requirements of subdivisions 1a and 1b are not eligible vendors.

(b) Upon federal approval, a licensed professional in private practice as defined insdfinfules, part
9530.6405, subpart 15, is an eligible vendor of comprehensive assessments and individual substance use disorder
treatment services.

(c) Upon federal approval, a county is an eligible vendor for comprehensive assessment services when the
service is provided by a licensed professional in private practice as defined in Minnesota Rules, part 9530.6405,
subpart 15 Upon federal approval, a county is an eligible vendor of care coordination services when the service is
provided by an individualvho meets certification requirements identified by the commissioner.

(d) Upon federal approval, a recovery community organization that meets certification requirements identified
by the commissioner is an eligible vendor of peer support services prandéo-one by an individual in recovery
from substance use disorder.







